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DETROIT, 


Traumatic surgery requires rapid, keen 
observation followed by definite decision. 
Immediately after the injury, the patient 
is, to a greater or lesser degree, in a state 
of collapse, whether this be due to abdom- 


inal contusion, hemorrhage, visceral in-: 


jury, shock or fear. Astute action on the 
part of the surgeon may save the indi- 
vidual from impending death. 


The treatment of the wound at this time 
is secondary. The vital organs must have 
attention, for surgical procedure in the 
face of systemic shock, which may be ter- 
rific, is not good surgery. This rule must 
also be observed in cases of hemorrhage. 
It is of no avail to enter the abdomen to 
control hemorrhage until the operator is 
reasonably certain that the patient’s gen- 
eral systemic condition will warrant it. 


The determination between extra and 
intra-abdominal damage is often extreme- 
ly difficult and an analysis of such symp- 
toms as the degree of collapse, pulse rate, 
absence or presence of blood in the vomi- 
tus, stool or urine, must be made. These 
symptoms are frequently delayed, especial- 
ly if only a short time has elapsed be- 
tween the injury and admission to the 
hospital. After emergency aid has been 
thoroughly applied and a cursory exam- 
ination made, a rational rule to follow is 
to remove all patients suffering with ab- 
dominal injuries from the emergency room 
toa warm bed. There adequate treatment 
for combating shock is instituted and 
while this is being carried out, the surgeon 
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may continue his observations until a diag- 
nosis is made or an exploratory ‘operation 
decided upon. 

The history, which in the non-traumatic 
acute abdominal conditions is of extreme 
importance, need not greatly concern us 
in traumatic cases, beyond a statement of 
the cause of the injury and the time 
elapsed since the injury. A rapid inspec- 
tion will disclose an abdominal contusion, 
stab or bullet wound, or distended rigid 
abdomen. A blanched, collapsed, clammy- 
skinned individual in shock, or suffering 
from intra-abdominal hemorrhage, is bet- 
ter aided by immediate action. If, how- 
ever, urgent attention may be delayed, 
then a systematic history is desirable. 

An abdominal wall contusion may be 
localized or involve the entire belly wall. 
In severe cases the early symptoms of 
labored breathing, pallor, vomitus and 
pain, suggest intra-abdominal injury, but 
these symptoms subside with rest and 
treatment. Localized contusions are evi- 
denced by discoloration of the skin or sub- 
cutaneous hematomas. If the collection of 
blood is extensive and fluctuating it may 
be drained by a puncture incision. How- 
ever, if the area is small, the blood will be 
absorbed. 


GENERAL APPEARANCE 


The degree of shock and index of the 
severity of the intra-abdominal damage is, 
in the majority of cases, discernable from 
the individual’s appearance. If the face 
is pale and drawn, the cheeks hollow, lips 
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dry, the pulse thready or weak, and beads 
of perspiration appear on the skin, it is 
evident that the injury has _ produced 
shock. This, however, does not necessarily 
indicate intra-abdominal trauma or hem- 
orrhage, nor does an absence of the char- 
acteristic abdominal facies mean an ab- 
sence of serious damage. 


The pulse rate and character act as aids 
when applied to the general findings, but 
must not be considered of too much im- 
portance, for any experienced surgeon has 
encountered a rapid, full pulse in the pres- 
ence of ruptured intestines. Frequent 
pulse reading is, however, a valuable in- 
formant. The respiration, in cases of ab- 
dominal hemorrhage, is rapid and shallow, 
likewise in intestinal perforation and acute 
distention of the abdomen. 


ABDOMINAL EXAMINATION 


Inspection of the abdomen will reveal 
any external evidence of violence and if 
such evidence is present, it acts as a guide 
to the viscera, which may be involved. Any 
local or general distention in the absence 
of external evidence demands more de- 
tailed examination. The respiratory move- 


ment of the abdominal wall must be ob- 
served. A limitation of motion may be 
due to intense distention caused by hem- 
orrhage or early peritonitis caused by 
diaphragmatic injury or irritation. Ab- 
dominal rigidity indicates deeper injury. 
It is rarely due to contusion of the wall 
itself. The “board-like” abdomen, if gen- 
eral, usually suggests intestinal perfora- 
tion and an accompanying early peritoni- 
tis. If the rigidity is local, as in the epi- 
gastric region or over the lower abdomen, 
the underlying viscus is the injured part. 
The site of deep tenderness in gunshot 
wounds of the abdomen is usually the place 
where damage has occurred. It is ex- 
tremely essential that this be differen- 
tiated from superficial tenderness, usually 
located at the site of the entrance of bullet 
or knife wound. Free fluid or blood in 
the abdominal cavity does not cause the 
same degree of rigidity which is present 
in cases of viscus perforation. Clotting 
occurs very rapidly, intra-abdominally, 
and dullness which is encountered in the 
percussion, and which does not shift in 
change of position of the patient, is a very 
good differential sign that hemorrhage has 
occurred. The hemorrhage, however, 
should be evidenced by other symptoms 
than those elicited by percussion. 
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PAIN 


This symptom is so inconstant that it 
often leads to considerable confusion. This 
is readily understood when we remember 
that the supply of afferent fibres to the 
viscera is very small in proportion to the 
supply to the surfaces of the body. After 
the abdomen has been opened, subsequent 
resection and suturing of the bowel may 
be carried on without anaesthesia. In the 
majority of instances, pain is general 
throughout the abdomen. It becomes a 
lead in diagnosis, only after the patient 
recovers from shock and has regained his 
mental equilibrium. Localization of pain 
is important and may act as a direct guide 
to the site of the injury. 


In gunshot wounds of the abdomen pain 
is the very important factor. If the bul- 
lets have injured the solid organs (spleen, 
liver or kidney) the pain, as a rule, is very 
intense and at times almost unbearable. 
Perforations of the stomach and intestines 
can take place with very little or almost 
complete absence of pain. If, however, the 
stomach contents are liquid at the time of 
injury, one may get the same pain and 
general picture as that noted in ruptured 
gastric ulcers. Perforations of the stom- 
ach and intestines (traumatic) are quite 
often associated with practically no oblit- 
eration of liver dullness. 


In gunshot wounds of the rectum and 
sigmoid, pain is referred to the pelvis and 
left thigh. It is not of a very excruciating 
character. In our experience the type of 
pain in injury to these portions of the 
bowel has no definite characterization. It 
has been our experience that injuries to 
the sigmoid and rectum are less serious 
than are those of the ascending, trans- 
verse, or descending colon. This is due to 
the fact that the pelvis can better take 
care of infection than the upper abdomen, 
and that the infection is walled off and 
localized in contrast to the dissemination 
that takes place when the other portions 
of the large bowel have been perforated. 
The intestines and omentum, as well as 
the pelvic organs in the female, tend to 
wall off the infection almost completely 
from the upper and middle abdomen. The 
type of pain as described by the patient 
may or may not be of any value to the sur- 
geon. Some patients can tolerate a great 
deal more than others and what is pain to 
one is not to another. Patients have 
walked into our emergency room with the 
statement that “I have been shot’’, and 
complain of practically no pain. One in 
particular was shot .twice through and 
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through the stomach and liver, and his 
only complaint was that the area over the 
steel bullets, which were subcutaneous, 
was very tender to touch. Other patients 
with only superficial injuries to the ab- 
dominal wall, are brought into the hospital 
with marked shock. It is often very diffi- 
cult for the patient to definitely point out 
where the pain is located. The entrance 
of the bullet or stab-wound may be in one 
portion of the abdomen and the pain in 
another. The patient may move his hand 
about the abdomen in a very indifferent 
way when asked to point out the site of 
greatest pain. One case of a gunshot 
wound of the abdomen, with entrance one 
inch below the umbilicus in midline, com- 
plained of most severe pain in the left pel- 
vic region and left thigh. On exploration, 
the bullet was found to have been deflected 
on entrance into the abdominal cavity and 
the sigmoid was the injured viscus. Pain 
from the small intestine is felt more fre- 
quently around the umbilicus, namely, the 
area supplied by the ninth, tenth, and elev- 
enth thoracic nerves. 


An almost constant finding in our cases 
has been a subnormal temperature at the 
time of admission to hospital. A great 
majority of the cases have come into the 
hospital in shock: A rise in temperature 
is not noted in most of the cases of rup- 
tured viscus until peritonitis begins to de- 
velop. And, if this be a localized affair, 
very little absorption will be noted, with 
only a slight rise in temperature. The ab- 
sence of temperature is no criterion that 
some vital injury has not taken place. 

The greatest factors the surgeon has to 
deal with in determining what is to be 
done, as he sees the patient in marked 
shock, or otherwise, is the lapse of time 
since the injury, the general condition of 
the patient, and his findings after a most 
thorough physical examination. It is not 
unusual on auscultation of the abdomen, 
to find a complete absence of peristalsis, 
shortly after a gunshot wound. If the pa- 
tient’s condition warrants an operation at 
this time, it is highly advisable to operate 
at once. There is very little dissemination 
of the intestinal contents at this time and 
if an immediate and rapid operation can 
be performed, the life of the patient will 
often be saved. This absence of peristalsis 
is not to be confused with the similar con- 
dition resulting from a generalized peri- 
tonitis. But the latter can readily be ruled 
out by taking all the factors into consid- 
eration. 


The question of a differential diagnosis 
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is of little importance in traumatic abdom- 
inal surgery. After the surgeon has con- 
vinced himself that the abdominal viscus 
has been injured, and the patient’s condi- 
tion permits operation, it should be per- 
formed without delay. Anything may be 
found in a gunshot wound of the abdomen. 
We have had many cases with penetration 
of the abdominal wall and no perforation 
of the viscus. While operating no attempt 
is made to locate or remove the bullets, 


-unless they are found during the opera- 


tion. Our object is to repair the damage 
done and “get out” as quickly as possible. 


Injuries to the diaphragm will quite 
often cause considerable doubt as_ to 
whether or not an intra-abdominal injury 
has resulted. Retarded, labored, short, 
shallow respirations and rigidity of the 
abdominal wall with severe pain is fre- 
quently noted. An important physical 
sign is described by Vale, that aids in the 
differentiation of abdominal and chest in- 
juries. He called our attention to the fact 
that “when the lesion is intra-thoracic, the 
rigidity of the abdominal muscles momen- 
tarily relaxes at the end of expiration. 
This is typical and is not present regu- 
larly at any other period of the respiratory 
excursion. When the lesion is intra-peri- 
toneal, the rigidity is usually constant; 
but, if intermittent, it is not regularly so, 
as in the chest condition. When the signs 
are marked, there is also a pause often 
prolonged before the end of inspiration 
and the beginning of expiration, with a 
rapid excursion. This is best demon- 
strated in traumatic chest conditions. 
Here it is often greatly exaggerated and 
cannot be mistaken. The abdominal rig- 
idity may resemble the characteristic 
board-like rigidity of perforated ulcer and 
at first one feels sure that serious intra- 
abdominal injury has occurred.” In our 
experience, this sign has been an almost 
constant finding. 


TRAUMATIC APPENDICITIS 


This has not been recorded in our series 
of cases. Warbosse has contributed a few 
cases to the literature, but in none of our 
cases have we noticed this condition. It 
must be extremely rare, if it does exist, 
since more than 75 per cent of the cases 
admitted to the Receiving Hospital are 
traumatic in origin. Kelly-Noble state 
“that it has not been proved that trauma 
ever causes inflammation in a_ previous 
normal appendix.” DaCosta states that 
“in most cases in which appendicitis seems 
to be produced by a blow the injury, at 
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most, simply ‘awakened a sleeping dog’, 
and stirred into acute inflammation an ap- 
pendix already diseased. It is well to be 
skeptical as to external force causing ap- 
pendicitis.” Sprengel says that “there is 
no case in literature in which abdominal 
trauma is alleged as the cause that has 
been confirmed by scientific evidence.” 


Fluroscopic examination is a routine 
procedure for every patient who has re- 
ceived a gunshot wound of the abdomen. 
This has often saved patients from being 
explored when, even though abdominal 
symptoms were present, the bullet was lo- 
cated extra-peritoneal. 


PENETRATING WOUNDS 


The most common symptom in the pres- 
ence of an external wound is shock, and 
this presupposes internal hemorrhage to 
greater or lesser degree. If the wound is 
caused by a stab, the organs injured are 
directly under the wound and in contra- 
distinction to a bullet wound. The fact 
to be determined is whether or not the un- 
derlying viscus has been reached or 
whether the wound extends only through 
the abdominal wall. In many cases, the 
omentum protrudes through the opening, 
in others there is excessive bleeding. Defi- 
nite muscular rigidity is common with 
‘visceral injury. 

A bullet wound presents greater prob- 
lems and the amount of damage done de- 
pends on the position of the victim at the 
time of the shooting, whether the bullet 
was lead or steel, the angle from which the 
firing took place, and the proximity of the 
patient to the person shooting, etc., etc. 
The bullet may enter above the diaphragm 
and, striking a rib, may have been de- 
flected and be lodged in the chest wall; it 
may have fractured the rib, and entered 
the lung, or, depending on the position of 
the victim or assailant, may have perfor- 
ated the diaphragm, stomach, pancreas, 
etc. The degree of damage to the intes- 
tines is so variable that one may find a 
single perforation or many and, in addi- 
tion, laceration of blood vessels, ureters, 
and what not. And when confronted with 
an exploratory laparotomy for a gunshot 
wound of the abdomen, the surgeon should 
be ready for almost any known surgical 
procedure. All operative interference de- 
pends on the reaction from the initial 
shock. The site of the incision in stab 
wounds is usually near the perforation, 
while the incision in gunshot wounds 
should be made over the area of most in- 
tense rigidity and tenderness. The hem- 
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orrhage may be active or the field of 
vision obscured by free and clotted blood. 
This must be sponged out rapidly and the 
course of it located, paying no attention to 
non-bleeding injured parts. Very fre- 
quently, the viscus, oddly enough, escapes 
injury and the missile has curiously 
searched out a large vessel beyond it, and 
this vessel may be the only part injured. 
When found, the open vessel is ligated or 
the area, if inaccessible, packed. This done, 
attention is directed to the perforation or 
lacerations of the viscus. An invaluable 
aid during the operation is the intraven- 
ous infusion of saline to maintain the 
blood pressure, the amount depending 
upon the quality of the pulse. Prepara- 
tion for its use should be made before the 
operation is begun, attention being given 
to the apparatus, the position of the arm, 
and the temperature of the solution. Noth- 
ing is more distressing to the operator 
than the confusion caused by inadequate 
precautions regarding details. Direct 
transfusion of blood may be given at the 
conclusion of the operation and is indis- 
pensable in all cases of massive hem- 
orrhage. It is much more advisable to 
give the intravenous therapy pre-opera- 
tive than to give it at the time of opera- 
tion if there are any dangers of bumping 
against the arm or of contamination of the 
sterile field. These dangers are great at 
the time of operation. 


Intestinal perforation may be single or 
multiple, the bowel may be completely 
severed or there may be longitudinal rents. 
The small perforations are closed by a 
simple circular or overlapping fine catgut 
suture. If the perforations are grouped in 
an area or the bowel severed or irregu- 
larly lacerated, time can be gained by a 
resection of the area and closure by an 
end to end or lateral anastomosis. If the 
perforations are widely separated, the 
bowels must be systematically examined 
from beginning to the end. 


Wounds of the stomach are treated in 
a similar manner. A perforation of the 
anterior wall suggests the presence of an- 
other in the posterior wall, with probable 
damage and hemorrhage of the pancreas. 
The posterior area is most rapidly reached 
through the anterior route. If an exten- 
sive gastric area is involved in the sutur- 
ing, a gastro-enterostomy should be done, 
if the patient’s condition permits. 

Liver lacerations are found as frequent 
due to gunshot wounds as they are to stab 
wounds. The control of liver hemorrhage 
The tissue is fri- 


is often very difficult. 
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able and not amenable to ordinary sutur- 
ing. The wide mattress suture approxi- 
mates the edges more readily than other 
sutures, but must be tied with care. If this 
fails, then one must resort to packs, firmly 
and carefully placed. 

Steel bullet wounds through the liver 
do not usually require suturing or pack- 
ing. After the entrance of the missile, 
the wall collapses or the tract fills with 
blood which soon clots. Lead bullets will 
destroy the liver tissue very badly, and the 
hemorrhage encountered from this type 
of bullet is very profuse. 


NON-PENETRATING TRAUMATIC INJURIES 
OF THE ABDOMEN 


Without the guide of a_ perforating 
wound, the degree and extent of the hid- 
den injury is often extremely difficult. 
These injuries are most frequently due to 
a blow, fall, crushing or jamming under 
the wheels of a vehicle. 

The extent of the damage depends on the 
preparedness of the victim to receive the 
injury, as in the case of a prize fighter, 
whose muscles are at all times ready to re- 
ceive a blow, the muscular development of 
the individual and on the severity of the 
impact. 

Shock is evidenced by collapse, feeble 
pulse, shallow respiration and cold skin 
surfaces. Injuries to the upper abdomen 
-cause more prolonged shock than injuries 
to the hypogastric area. Vomiting is fre- 
quent and if vomitus is stained or bloody, 
is suggestive of gastric injury. Rigidity 
is a most valuable aid and if progressive, 
a direct index to the degree of trauma. 

The symptoms are most frequently due 
to hemorrhage and are most profound if 
the liver, stomach, or spleen are ruptured. 
In lesser degrees of injury, the shock is 
latent or secondary, as in mesenteric bleed- 
ing, or visceral injury. Here, the guid- 
ing light is increased by restlessness, 
thirst, rising pulse rate, increased pallor 
and pain. 

If it has been definitely established that 
hemorrhage or peritonitis exist, laparot- 
omy is imperative. 

The kidney may be ruptured or con- 
tused. Blood in the urine, with pain and 
rigidity over the abdominal surface of the 
organ, are sufficient to call for interfer- 
ence. 

Bladder contusion is frequent and re- 
quires rest and ice packs, but bladder lac- 
eration is not uncommon and demands 
early surgery. If the diagnosis is not cer- 
tain, the bladder should be catheterized. 
Clear urine does not indicate that there is 
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no injury. Sterile boric solution may be 
instilled and the amount withdrawn meas- 
ured. If this fails to assist, then the cys- 
toscope should be employed. The urine 
may escape into the peritoneal cavity or 
into the surrounding extra peritoneal tis- 
sues. 
ILLUSTRATIVE CASE 


The history is that of abdominal pain below 
the umbilicus, no external evidence of violence 
nor memory of violence, but the patient describes 
attending a “drinking party” the preceding night. 
There is no rigidity and the catheterized speci- 
men of urine is clear. Failure to void, occa- 
sioned another catheterization and again a clear 
specimen of urine. No shock or rigidity, but 
constant pain. Twenty-four hours later, a diag- 
nosis of appendicitis and subsequent operation 
revealed a normal appendix and a two-inch lacer- 
ation of the fundus of the bladder with no bleed- 
ing. It is a fair supposition that the young man 
had an injury during the “drinking party” prob- 
ably when his bladder was distended. 


PRE AND POSTOPERATIVE TREATMENT 


Our pre-operative treatment has been to 
replenish the lost blood volume by intra- 
venous injection of normal saline solution 
and glucose (5 per cent). From 1,500 to 
3,000 c.c. of these solutions are given, and 
if the patients are in shock we give 25 
units of ‘Insulin for 1,000 c.c. of glucose 
(5 per cent) intravenously, thereby aiding 
the metabolism of the carbohydrate (glu- 
cose). Warm blankets and hot water bot- 
tles are used to maintain body heat. The 
foot of the bed is elevated about 12 inches. 
Morphine sulphate grains 144 to 14 are 
given, when the patients are restless or 
show evidence of shock or hemorrhage. 
Digalen N.L.X. is given as an initial dose 
if the patient’s pulse is above 120. Smaller 
initial doses are given if the patients 
weigh less than 150 pounds. In these 
cases, we give M.H. for initial dose. An 
ampule of caffeine sodium benzoate and 
camphor-in-oil is given on admission if 
patients are in shock, and repeated if 
necessary. 


Patients are covered with warm blan- 
kets at the time of operation and every- 
thing is in readiness before patient is 
taken to the operating room in order that 
no time will be lost while patients are be- 
ing anaesthetized.’ These precautions are 
vital to the patient. 


The operation is performed as quickly 
and carefully as possible. As the bowels 
are withdrawn for examination they are 
covered with warm sterile pads. These 
pads are replaced with others as they be- 
come cool. Immediately after the perfora- 
tions have been sutured, the bowels are 








708 ACUTE TRAUMATIC INJURIES—DRETZKA, FREEMAN JOUR. M.S.M.S. 


reintroduced into the abdominal cavity to - 
be kept warm by body temperature. 


Injuries to the small bowel are closed 
with No. 000 Chromic single, and over- 
lapped by a second layer of similar suture 
material. Drainage is not instituted in 
small bowel perforation. Our experience 
has taught us that the low grade bacterial 
infection of the small bowel can be readily 
taken care of by the peritoneum without 
fatal results. The opposite, however, is 
true of large bowel perforations. Drain- 
age is always instituted through the lower 
angle of the incision. In urinary bladder 
injuries, it 1s our policy not to drain un- 
less evidence of infection be present. 

After return of patients to their wards, 
they are given normal Saline and Glucose 
(5 per cent) intravenously, the amount 
depending upon the extent of the hem- 
orrhage encountered during the operation. 
If necessary, this treatment is repeated 
every six hours, the average patient re- 
ceiving about 3,000 c.c. of fluids per day. 
A continuation of digalen, caffeine sodium 
benzoate and camphor-in-oil is continued 
as patients’ condition demands. Morphine 
sulphate grains 14, every four hours for 
the first day and then as often as is neces- 
sary. If a small bowel injury exists, the 
foot of the bed is elevated. If it is a large 
bowel injury, the head of the bed is ele- 
vated or the patient placed in a _ semi- 
Fowler’s position, as soon after reaction 
as possible. Hot turpentine stupes are ap- 
plied to the abdomen at the earliest pos- 
sible moment. We attempt to treat the 
impending peritonitis “even before it be- 
gins’. Food is withheld for at least six 
days, except liquids, no enemas or ¢ca- 
thartics are given for at least a week post- 
operative. Rectal tubes are used if neces- 
sary. Frequent gastric lavages, using 
warm sodium bicarbonate solution, is in- 
stituted if patient vomits frequently. 
Marked relief and possible prevention of 
gastric dilatation is obtained by this pro- 
cedure. 

ILLUSTRATIVE CASES 


I. Ruptured Sigmoid. 


Male, 45, white, admitted two days after in- 
jury. He was riding in back seat of an automo- 
bile when it came to a very sudden stop. Patient 
was thrown violently against back of front seat. 
Three hours later he began to have terrific pain 
in pelvis and left thigh. Attributed pain to an 
old left inguinal hernia. On admission to hos- 
pital blood picture showed leucocytes 19,500, Poly- 
morphneuclear Neutrophiles, 85 per cent. Ter- 
rific pain over the left lower quadrant of abdo- 
men. Passed blood from rectum shortly after 
admission. Operated through lower left rectus 
incision, a perforation of sigmoid about 14 inch 








To illustrate Case No. 1—One-half inch rent in sigmoid— 
with no abdominal wound—caused merely by sudden jerk 
of automobile. 


in diameter. Left pelvis filled with feces well 
walled off. Closure performed by using two lay- 
ers 000 single chromic, and overlapping with a 
third layer of similar suture material. Drain- 
age through lower angle of the wound. Recovery. 


II. Perforation of the Rectum. 


Male, 19, white, shot by a policeman, 32-calibre 
steel bullet. Entering left buttock, fracturing 
left ileum, perforating rectum twice, bullet finally 
lodged in lower third of the right thigh. Patient 
passed blood per rectum. Operated through left 
lower rectus incision 12 hours later. Two per- 
forations about 3/16 inch in diameter closed with 
much difficulty, using 000 chromic single. Two 
rows for each perforation. Drainage from lower 
angle of wound. Rectal tube inserted immediately, 
post-operative. Left in place three days. Com- 
plication Ischio-rectal abscesses. Patient  re- 














































































To illustrate Case No. 2—Bullet entering left buttock, frac- 
turing left ilium, perforating rectum and lodging in 
right thigh. 
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mained in hospital 53 days. 
ered. 


Ill. Ruptured Spleen—Traumatic. 


Female, 25, white, hit by an automobile while 
crossing the street. Thrown against curb, land- 
ing on left side of chest and abdomen. On ad- 
mission, complained of pain over left lower ribs. 
X-ray revealed fracture of the seventh, eighth 
and ninth ribs, anterior axillary line. Chest 


Discharged, recov- 





We 
ppt ttc Le can 








To illustrate Case No. 3—Ruptured spleen with no external 
wound. Patient thrown out of automobile and landed 
against curb. 


strapped, but little relief. Twenty-four hours 
later the upper left quadrant of abdomen became 
very tender, rigid and painful. Blood picture 
normal at the time of admission. Twenty-four 
hours later showed leucocytes 17,000, P.M. 88 
per cent, R.B.C., 3,400,000, H.B. 45 per cent. Pre- 
operative diagnosis—ruptured spleen. Operated 
and spleen found to be badly lacerated beyond 


the hope of conservation. Splenectomy. Recov- 
ered. 


III-B. Ruptured Spleen—Traumatic. 


Male, 24, white, fell into open manhole, strik- 
ing the upper left quadrant of abdomen against 
iron side of wall. Terrific pain, tenderness and 
rigidity in upper left quadrant of abdomen on 
admission. X-ray examination of ribs negative. 
Leucocytes 18,000, P.M.N. 86 per cent, H.B. 50 
per cent, R.B.C. 2,950,000. Pre-operative diag- 
nosis—ruptured spleen, traumatic. Operated. 
Spleen shattered. Splenectomy. Recovered. 


IV. Ruptured Spleen—Gunshot Wound. 


Male, 33, white, shot by bandits. Patient com- 
ing up from basement, bandits at head of steps. 
Shot twice, in the left thigh, patient then turned 
and started running down steps and was shot a 
second time, entrance left lower chest back, bullet 
stopping in midline in front. X-ray negative for 
any chest pathology. Terrific pain in upper left 
quadrant of abdomen. Rigidity, tenderness, 
marked spasticity of muscles, leucocytes 19,800, 
P.M.N. 80 per cent, H.B. 65 per cent, R.B.C. 
3,800,000. Pre-operative diagnosis—gunshot 
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wound of spleen and transverse colon. Operated. 
Spleen torn in two places, transverse colon in- 
tact. Spleen packed and abdomen closed. Drain 
removed at the end of eight days. No complica- 
tions. Recovery 15 days. 


V. Gunshot Wound of the Stomach and Liver. 
Male, 27, black. Shot twice, bullet entering up- 
per left quadrant of abdomen, taking a course 
perpendicular to the long axis of the body. Bul- 
lets palpable, subcutaneous in mid-axillary line 





To illustrate Case No. 5—Gun-shot wound left upper quad- 
rant of abdomen. Bullet palpable midaxillary line right 
side. Four perforations of the stomach and four of the 
liver. Liver perforated, but not lacerated. 


right side. Patient walked into hospital saying 
he “had been shot”. No symptoms. Operated. 
Found to have four perforations of stomach and 
four of the liver. Stomach perforations closed 
with 000 chromic single, overlapped with another 
layer of similar suture material. No hemorrhage 
from liver (steel bullets). Abdomen closed. Re- 
covery 14 days. 


VI. Traumatic Rupture of Liver. 


Male, 29, white, truck loader. Standing with 
back to truck facing loading platform. Driver 
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fo illustrate Case No. 6—Patient crushed against platform. 
Liver badly lacerated. 
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backed truck up against platform, crushing pa- 
tient. Admitted in marked shock. Abdomen 
“board-like in rigidity. Patient complained of 
excruciating pain over entire abdomen. Leuco- 
cytes 16,000, H.B. 30 per cent, R.B.C. 2,700,000, 
P.M.N. 88 per cent. Temperature 97.2 per rec- 
tum. Treated for shock. Transfused with 500 
c.c. of whole blood, very little effect on blood pic- 
ture. Operated eight hours after admission, ab- 
domen filled with blood clots, liver very badly 
lacerated. Attempt made to suture, unsuccess- 
ful, packed. Patient died four hours later. 


VII. Stab Wound of Abdomen—Herniation of 
Small Bowel. ; 


Male, 33, negro, laborer. Stabbed in lower 
right quadrant of abdomen. Herniation 12 feet 
of small bowel. After being stabbed, patient 
walked one block, hailed a taxi, admitted to hos- 


pital in shock. Herniated bowel supported by 
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To illustrate Case No. 7—Stabbed in the lower right 


quadrant, eighteen inches of small bowel protruding, no 
perforation or laceration of viscera. 


soiled hands and clothing. Given 2,000 c.c. of 
normal saline and glucose (5 per cent) with 25 
units of Insulin. Two hours later taken to oper- 
ating room, gas anaesthesia, bowels thoroughly 
washed with warm saline and no perforations 
noted. Reintroduced into abdominal cavity and 
abdomen closed tight. Complication—infected 
skin wound—discharge. Recovered 18 days. 


VIII. 
Vessels. 


Male, 31, white, found in ditch by police. On 
admission pulseless, cold, clammy, deep shock. 
Given 2,000 c.c. normal saline and glucose (5 
per cent) with 35 units of Insulin intravenously. 
Pulse reacted nicely. Eighteen inches of Jejunum 
herniated through stab-wound in abdomen. Four 
perforations of bowel, two of mesenteric, with 
severance of large mesenteric artery and vein. 
Perforations of bowel closed with purse-string 
sutures No. 2, using 000 chromic single suture 
material. Vessels sutured No. 2 p.c.g. Intestines 


thoroughly washed with warm saline and rein- 
troduced into abdominal cavity and abdomen 
Recovery. 


closed tight. No infection. 
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IX. Gunshot Wound of Ileum and Jejunum. 


Male, 39, colored, laborer, shot by a policeman. 
Steel bullet entered upper left quadrant of ab- 
domen. Patient in marked shock on admission. 
Given 2,500 ¢.c. of normal saline and glucose (5 
per cent) with 35 units of Insulin intravenously. 
Operated two hours later, 17 perforations of 
jejunum and ileum closed with 000 chromic suture 
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To illustrate Case No. 9—Gun-shot wound of left upper 
quadrant of abdomen, seventeen perforations of the 
jejunum and ilium. 









material. Moderate amount of intestinal con- 
tents spilled in the peritoneal cavity. Abdomen 
closed tight, no complication. Discharged recov- 
ered 15 days. 


X. Traumatic Rupture of Duodenum. 


Male, 10, white, school boy. Was watching his 
father repair a Ford automobile. Body of car 
had been raised from chassis and while child 
was under, the chain slipped, crushing him be- 
tween body of car and chassis. On admission, 
abdomen “board-like” in character, extremely 
tender on deep palpation’ in the upper right 
quadrant. Excruciating pain, temperature sub- 
normal (97.8), Leucocytes 12,000, P.M.N. 82 per 
cent, H.B. 80 per cent, R.B.C. 3,700,000. Oper- 
ated. Rupture of duodenum at head of pancreas 
% inch in diameter. Rupture of omental vessel. 
Duodenum closed with 000 chromic single two 
layers, purse-string sutures. Abdomen closed 
without drainage. Recovery 13 days. 


XI. Omental Cysts and Liver Injury. 


Female, 8, colored. Struck by an automobile 
while crossing the street. Marked shock on ad- 
mission, temperature 98 per rectum. Blood pic- 
ture was normal. Severe tenderness in upper 
abdomen, no fluid wave, temperature rose to 103 
two days later. Temperature was of a hectic 
character, fluctuating from 99 degrees to 104.6 
degrees. Abdomen markedly distended and after 
enemas and hot packs, would become normal in 
size. Chest negative for T.B.C. Operated. Pre- 
operative diagnosis: Tuberculous peritonitis. Two 
large omental cysts, containing about four quarts 
of old bloody material was found. There was an 
opening between the greater and lesser omental 
sacs, the rising and lowering of abdominal dis- 
tention due, no doubt, to the accumulation of 
bloody fluid and as pressure became high enough, 
the fluid was forced from the greater to the 
lesser cavity. Omentum densely adherent to liver 
which had been ruptured at the time of injury. 
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Rubber tube drains inserted into each cavity. 
Both cysts were lined with thin granulations, 
stomach formed anterior right wall, lower surface 
of the liver the upper wall. Bile discharge 16 
days post-operative. Sinus finally closed, patient 
discharged—recovered 39 days. 


For the past 18 months, we have had 
280 cases of acute traumatic injuries to 
the abdomen. Of this number 84 were not 
operated upon. Forty-eight of these were 
injuries to the abdominal wall, and 40 
were cases admitted either in severe shock 
or those who died shortly after admission. 
Of the 40 admitted and not operated upon, 
10 lived and 30 died. The percentage of 
living totals 25. 


Forty-eight cases of injuries to the ab- 
dominal wall were admitted, four of which 
were operated, and all lived, making a 
total of 100 per cent. 

Thirty-one cases of stomach injuries ad- 
mitted, 31 operated upon, and 15 lived, 
and 16 died, making a total of 47 per cent 
living. . 

Of injuries to the small bowel, ileum and 
jejunum, 68 cases were admitted, and 63 
were operated upon. Thirty-one lived, 
making a total of 46 per cent. Liver in- 
juries were 41 in number, 38 were oper- 
ated upon, 18 lived and 23 died, making a 
total of 47.6 per cent. Spleen injuries 
numbered 7, all of which were operated, 
5 living and 2 having died, making a total 
of 71 per cent. Of injuries to the large 
bowel, i. e., sigmoid, ascending transverse, 
and descending colon, 26 cases, all of which 
were operated and all of which lived, mak- 
ing a total of 18.5 per cent. Of the in- 
juries to the sigmoid and rectum, 8 of the 
former and 2 of the latter, all of which 
were operated, 6 lived and 4 died, totalling 
33.38 per cent living. The omentum was 
injured in 17 cases, all of which were op- 
erated upon, 10 lived and 7 died, making 
a total of 58.8 per cent. The mesenteric 


vessels were injured in 26 cases, 9 lived,. 


and 17 died, making a total of 34.6 per 
cent. The kidney was injured in 3 cases, 
all of which were operated upon; 2 lived 
and 1 died, making a total of 66.6 per cent. 

There was 1 case of bladder injury, re- 
sulting in death. In the 27 cases of no 
pathology, perforations, etc., all of which 
were operated on, 24 lived and 3 died. In 
these cases nothing was found in the peri- 
toneal cavity in any case. 

_ The percentage of “living”, post-opera- 
tive, is low, but it must be remembered 
that these cases were not complicated. Of 

the total of 280 cases, 268 were com- 
- plicated, that is, more than one viscus be- 
ing injured. 
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There were only 12 cases that were free 
of complications. 


SUMMARY OF CASES IN THE PAST 18 MONTHS 
RECEIVING HOSPITAL 


= o 

3 3 e 

3 n r Lo} re 

Zo fo) Ms) A Paid 
Abdominal Wall...48 4 48 0 100 
Stomach ................. 31 31 15 16 47 
BR oben eecnele 35 30 16 19 46 
Jejunum ................... 33 33 15 18 46 
| See 41 38 18 23 47.6 
Spleen 2... 7 7 5 2 71 
ccm —.._........ 4 4 1 3 25 
Ascending Colon... 6 6 1 5 16% 
Transverse Colon 10 10 2 8 20 
Descending Colon 6 6 1 5 16% 
wane. —............ 8 8 4 4 50 
pee 2 2 2 0 100 
Urinary Bladder... 8 6 2 4 3314 
Omentum.................. 17 ay, 10 7 58.8 
Mesenteric Ves- 

re) gen anaes eae 26 26 9 17 34.6 
| SE 3 3 2 1 6674 
Gall Bladdev............ 1 1 0 1 0 
No Pathology, Per- 
forations, ete.........27 27 24 3 888% 
Patients not op- ; 
ated .. 40 0 10 30 25 

Number of Cases.................. 280 


Number of Operations...353 i.e. 
injury to abdominal viscera. 


EVALUATION OF INTELLIGENCE 
TESTS 


more’ than one 





LEON E. DUVAL, M. D. 
Ionia State Hospital 
IONIA, MICHIGAN 


There has been much criticism of the 
so-called “intelligence tests” in recent 
years. This was perhaps to be expected. 
Like many innovations in medicine, the in- 
telligence test filled a long-felt need; was 
enthusiastically adopted and used by many 
people without proper training. Beginning 
with the original Binet-Simon _ test, 
psychologists proceeded to flood the litera- 
ture with a great number of tests, at first 
designed to be given to individuals, later 
developing into group tests. These were 
tried out on large numbers of subjects, 
often by poorly-skilled examiners. As a 
result, much unscientific work has gone 
into medical records, at times working an 
injustice to the subjects examined. 

Eventually the lay press began to appre- 
ciate that there were often marked differ- 
ences between an individual’s intelligence 
rating and his actual ability. Perhaps 
nothing has drawn so much unfavorable 
criticism as the results of the tests on our 
soldiers during the World War. Psychol- 
ogists had originally set the average adult 
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intelligence level at sixteen years; it was 
something of a shock to our national pride 
when the rank and file of Army recruits 
were found to have an intelligence level of 
fourteen years. Newspaper writers as- 
serted, on the strength of these tests, that 
most of our soldiers were morons. Indeed, 
this was the conclusion reached by some 
psychologists and psychiatrists. There was 
no douvt of the scientific standing of the 
psychologists who originated the Army 
Alpha Tests, and the subjects tested came 
from all classes of society. Larger groups 
were tested than had ever been tested be- 
fore. But these subjects, both as citizens 
and soldiers, showed a marked ability to 
“carry on” and there seemed to be no prac- 
tical evidence of the two years difference 
between their fourteen-year old mental 
level, and the theoretical sixteen-year level 
of the psychologists “average adult.” 


And this is true in every-day life, as it 
was during the days of war, when every 
citizen’s adaptive and adjustive abilities 
were tested to the limit. In practice we 


often see a rather striking difference be- 
tween a man’s intelligence quotient and 
his ability as a wage earner and citizen. 
There are thousands of morons in our 
population who are good citizens, and who 


never attract attention to themselves in 
any way. Many authorities have said that 
the hard labor of the world is mostly per- 
formed by individuals whose intelligence 
level is below twelve years. Yet the news- 
papers would have us believe that all 
morons are criminals or social liabilities. 


How, then, do we explain the difference 
between the psychologist’s estimate of an 
individual’s mental age, and his real abil- 
ity to adjust to society. The deficiency 
lies not in the test, but in the failure of the 
examiner to take into account the num- 
erous factors which influence the subject’s 
work in a given test; and still more im- 
portant, the examiner’s failure to study 
the subject’s ability to adjust socially and 
economically. 


Among the factors which influence any 
subject’s rating in any mental test are; 
chronological age; race; grade reached in 
school; knowledge of English language; 
previous domestic and social environment; 
emotional and mental state during the ex- 
amination; subject’s personal intellectual 
interests; attitude and personality of ex- 
aminer; care with which the technique of 
the examination is carried out; and lastly, 
examiner’s personal equation in scoring 
the test. 


I would not have the reader gain the 
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opinion that the fault lies entirely with 
the psychologists. Psychiatrists are often 
prone to accept at face value the results of 
these formal tests. Most of these tests are 
verbal based upon the subject’s vocabulary 
and formal education, with moderate em- 
phasis upon practical judgement, reason- 
ing powers, and the other factors which 
combine to make up that indefinite entity 
known as “intelligence.” 


Realizing the limitations of language 
tests, the so-called performance tests have 
been devised. They are based upon the 
subject’s ability to solve concrete problems 
with puzzles and construction work. Esti- 
mates of mental age obtained from such 
tests are of doubtful value. It is generally 
agreed that success in performance tests 
depends upon a special mechanical apti- 
tude, and that the results do not represent 
the individual’s general ability. Perform- 
ance tests do have a distinct place in test- 
ing illiterate and non-English speaking 
patients, and in determining special abil- 
ities, but that is all one can say for them. 
I have seen subjects with a superior in- 
telligence rating fail miserably on per- 
formance tests, and I have seen imbeciles 
with a mechanical bent score superior rec- 
ords on form-board tests. 


To take up in detail the influence of 
various factors on the interpretation of 
test results, let us begin with: 


CHRONOLOGICAL AGE OF SUBJECT 


Most intelligence tests are devised for 
school children or adolescents. A few of 
them are adapted especially for adults. 
As a rule it may be said that the average 
vocabulary test is best adapted to children 
and young adults. Of course, the personal 
equation of the subject enters largely into 
the matter. It is my personal experience, 
in testing something like two thousand 
subjects, aged from five to sixty, that the 
subject who is more than thirty-five years 
old does not do well in formal tests. There 
are exceptions, of course; as in the case of 
alert, well-educated subjects who are con- 
stantly doing mental work. The only per- 
fect score obtained in a new series of tests 
which I have been using recently, was 
made by a physician of fifty. But in the 
long run, few people over forty can do well 
in these tests, and I consider useless all 
tests made in subjects over that age. 


RACE 


This involves also the subject’s know!- 
edge of English, his environment, training 
and social conditions. It would seem per- 
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fectiy obvious that an alien with a lim- 
ited knowledge of English has little chance 
of making an average score in tests de- 
pending upon vocabulary and formal edu- 
cation, plus an ability to grasp the mean- 
ing of the question. But altogether too 
many examiners overlook this very im- 
portant factor. I once examined fifty chil- 
dren in a Massachusetts mill town, who 
were several grades behind their fellow 
students of the same chronological age. 
All these children were Polish or Lith- 
uanian, from non-English speaking homes. 
No effort had been made to give them an 
English vocabulary before they tried to 
master the intricacies of arithmetic and 
grammar. Naturally my advice was “teach 
them English and give them another 
chance before you pronounce them feeble- 
minded.” 


We read much of the influence of en- 
vironment upon the development of char- 
acter and morals. We hear little of its 
part in intellectual growth. A Lincoln may 
become an educated man, starting from a 
log cabin environment, but few of us are 
given either the intellectual endowment or 
ambition of a Lincoln. Only the really 
gifted man rises above the level of his 
early surroundings, unless someone pro- 
vides a stimulus in the form of a push 
from the rear. Given two individuals of 
the same intellectual endowments, but 
starting one from a hovel, the other in a 
middle-class worker’s home, at the end of a 
few years we will have a marked differ- 
ence in the two, not only in character and 
morals, but also in the realm of intellectual 
attainment. One will have remained where 
he started, in at least ninety-five per cent 
of cases. The other will have improved 
his mind by reading after leaving school; 
he will know something of local politics, 
something of wage-scales, and other prac- 
tical matters. The individual from the 
hovel will often know very little as to such 
matters. In the intellectual sphere, the 
difference in these two individuals will be 
especially marked in the acquirement of a 
vocabulary, which has much to do with 
failure or success.in most of these formal 
tests. We must make allowance for the 
great differences in custom and culture 
among the many races contained in the 
American melting-pot. As an example, 
take the Negro. A large percentage of 
colored subjects have never completed pub- 
lic schools. Especially is this true of the 
Southern Negro. We are often called upon 
to test migrated Negro laborers, and rare- 
ly does one of them reach anything like 
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a sixteen year intelligence rating. Some 
years ago, Dr. John E. Lind made a com- 
paritive study of the mental powers of the 
white and colored races, and concluded 
that in the main, the colored race is at a 
lower cultural and intellectual level than 
the white race, that the rate of racial ad- 
vancement is slower, and that the colored 
races will never attain such an amazing 
development as characterized our white 
American forbears. This conclusion will 
undoubtedly draw some challenges, by 
those who point out such colored geniuses 
as Booker T. Washington, but the exist- 
ence of a few exceptions does not in- 
validate a rule. The point I wish to make 
is this; if a colored person with poor 
schooling can attain a formal test rating 
of twelve or thirteen years, he or she is 
not to be considered feeble-minded. And 
of course, it is a matter of common knowl- 
edge that from the stand-point of emo- 
tions, the Negro is essentially a child, with 
the volatile mood fluctuation of the child. 

Other races show other factors to be 
reckoned with; in such matters as ethical 
discrimination we can no more. compare 
an Italian with an Englishman than we 
can compare a monkey with a hen. The 
Italian with his quickly flaring passions, 
his “dagger sitting loosely in its scabbard”’ 
is totally unlike the phlegmatic English- 
man who ponders before acting. And the 
child of a thieving gypsy is certainly not 
to be compared with the scion of an aver- 
age family of settled habits, when it comes 
to such moral concepts as the right to keep 
what you find. 


EXAMINER’S ATTITUDE AND PERSONALITY 


These play an extremely important part 
in the subject’s ability to do the test. In 
children, before starting tests, it is very 
necessary to establish rapport with the 
subject. The same is true of the nervous 
subject, or any patient to whom the at- 
mosphere of the clinic is new. Above all 
we must not permit the subject to know 
the purpose of the tests. I will wager that 
the majority of my readers would do poor 
work in some tests if they realized that 
the results would be utilized to gauge their 
intellectual ability. The examiner must 
be firm but gentle. Some subjects think 
the tests are foolish. Tact is necessary to 
make them do their best work, and when 
the subject’s co-operation is not of the 


_ best, we must make due allowance for this 


in computing the score. Some subjects 
are so eager to make a perfect score that 
they fail by reason of their nervous ten- 
sion, as a golfer is apt to make a poor shot 
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when he knows that a par score depends 
upon that one shot. Few examiners real- 
ize the result that a brusque word or un- 
pleasant word can have upon the patient’s 
score. The examiner must not permit the 
examination to become a matter of mere 
routine, else he will become careless in his 
technique, inaccurate in his observations. 


SUBJECT’S MENTAL STATE DURING EXAMINATION 


As hinted above, it is necessary that the 
subject be quite at his ease. Often we are 
called upon to test a subject who is acutely 
psychotic, depressed, anxious, confused, 
excited, paranoid. All these conditions 
render a test invalid but this fact is often 
overlooked by the psychiatrist, especially 
those who have psychometric tests car- 
ried out as a part of clinic routine. All 
psychotic cases should have psychometric 
tests postponed until the patient reaches 
a more stable state. Among the non- 
psychotic are many who are unsuitable for 
intelligence tests, and psychiatrist should 
select the cases to be tested, rather than 
waste the psychologist’s time with unsuit- 
able cases. On the other hand, we some- 
times give these tests to ascertain the de- 
gree of confusion, deterioration, or re- 
tardation present, and in such cases one 
should plainly state in the records that the 
examination was not made to determine 
mental age. 


As an example of the futility of testing 
psychotic subjects, I cite the case of a 
prisoner, tested soon after arrest for a 
sex crime. The examiner was an alienist 
of repute, and he diagnosed the man as an 
imbecile. One week later, when the man 
had been removed from jail to hospital, I 
tested this man, no longer confused, and 
he easily scored an average adult rating. 
And this is a sample of what I have seen 
not occasionally, but with great regularity 
in certain clinics. 


EXAMINER’S PERSONAL EQUATION IN SCORING TEST 


In the vocabulary tests of the Binet-_ 


Simon examination, certain rules are laid 
down as to what sort of definition shall be 
accepted for a credit. But anyone who has 
ever used this test knows in poorly-read 
subjects, we often get definitions which 
are impossible to score accurately. The 
subject may give a definition which is es- 
sentially correct, but which does not con- 
form strictly to the rules. In such a case, 
one examiner may give a credit, while an- 
other scores a failure. Such difference of 
opinion may be quite justified, but it may 
change the rating by as much as two or 
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three years. Personally, if a poorly-edu- 
cated subject can use a test-word correctly 
in a sentence, I give him credit for a defini- 
tion. 


There are many other factors which in- 
fluence a test score. They need not be con- 
sidered here. I have mentioned only a few 
of the important factors, in order to make 
clear the purpose of this article. Not every 
subject can be accurately rated, even if he 
co-operates perfectly, and many expert 
psychometrists will frequently report that 
they can make only a rough estimation of 
a subject’s intelligence rating. 


Having made due allowance for the fac- 
tors enumerated above, and having arrived 
at a score, it would seem that we are ready 
to diagnose the subject as being of aver- 
age intelligence, dull normal, border-line, 
feeble-minded, imbecile, or idiot. Most ex- 
aminers proceed to do this very thing. If 
the subject grades at ten years, they label 
him a moron; if he grades twelve to four- 
teen years, they call him dull normal or 
border-line. This is where examiners have 
failed to impress the public with the ac- 
curacy of their observations. They neglect 
to consider the personal of the subject; in 
particular, his economic and social adapt- 
ability. Dr. Walter A. Fernald, in discuss- 
ing this point, was wont to use the follow- 
ing illustration. If an aboriginal Indian 
was brought into a city, we would not con- 
sider him feeble-minded if he did not know 
what a golf stick was, or how to run an 
automobile. We would say that he lacked 
the necessary experience and training. But 
if this same Indian had never learned to 
paddle a canoe or trail game, we would 
have good reason to suspect mental weak- 
ness. In other words, we take note of the 
individual’s ability to adapt himself to 
the social environment in which he was 
raised. We do not expect a country boy 
to thread his way through city traffic. We 
do not expect the city boy to know how 
to hoe corn. The city boy appears com- 
paratively worldly-wise in his knowledge 
of prize-fights, baseball scores, and the 
like; the country boy may not know these 
things, but he can distinguish corn from 
weeds, and milk a cow. A given in- 
telligence test would perhaps favor the 
city boy, but the scores would not bear 
comparison. What we can compare in the 
two is the ability to adjust to his environ- 
ment, and his judgment in practical mat- 
ters. 


When the Wassermann test first came 
into use, many physicians were prone to 
let the diagnosis of syphilis test entirely 
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upon laboratory examination, and to neg- 
lect the clinical examination of the patient. 
We now know that the Wassermann reac- 
tion is not infallible; this fact does not in- 
fluence its sphere of usefulness. In psy- 
chiatry, the psychometric test should oc- 
cupy exactly the same place that the 
Wassermann test doesin internal medicine. 
Dr. Fernald had this idea in mind in his 
examination of the feeble-minded. Called 
upon by the State of Massachusetts to de- 
vise a form of examination for backward 
school-children, he devised the “ten point 
scale” which consisted of ten separate 
fields of inquiry into the subject. They 
included: family history; school progress ; 
tests of actual ability in school work; prac- 
tical judgment; economic efficiency ; social 
and moral adjustment; and lastly, ability 
in the Binet and kindred tests. 


In making a diagnosis of mental de- 
ficiency, Dr. Fernald desired a longitudinal 
section of the individual’s history. To him, 
the fact that a subject had an unusual 
number of stigmata of degeneration was 
just as important as the fact that he had 
an intelligence quotient of fifty. Dr. 
Fernald’s practical knowledge test is es- 
pecially useful. A boy may have no op- 
portunity to learn the date of the Civil 
War, but if he does not know where the 
ball park is, or the names of the main 
streets of his town, there is a deficiency 
somewhere. 


Dr. Fernald used to lay great stress 
upon the subject’s economic, social, and 
moral adjustments. He found that the 
feeble-minded showed a greater percent- 
age of economic failures, and greater dif- 
ficulty in social adjustment than the aver- 
age person. Of course, individuals of 
average intelligence do have economic fail- 
ure, and do have periods of social malad- 
justment; but not to the degree, or with 
the frequency that they are found in the 
mentally deficient. As an illustration of 
this argument, I wish to describe two re- 
cently-examined cases of men with the 
same mental age. One was diagnosed as 
feeble-minded, the other as psychopathic 
personality. 

1. An American of forty-one, farmer and 
laborer. Barely attained fifth grade at age of 
fifteen years. Worked steadily, earned good 
wages, but his marital disasters have kept him 
poverty-stricken. He is rather over-sexed. He 
has had three wives in three short and stormy 
married careers. Each wife divorced him, tak- 
ing whatever property he had. As an index of 
his judgment, we find that even after he was 
divorced from these women, he took up with them 


for brief periods to satisfy his sexual cravings. 
When his last wife left him, he owed her father 
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one hundred dollars. He was afraid that his 
wages would be garnisheed by his father-in-law, 
who was also in debt. The father-in-law made 
this proposition to the patient: “I am in debt. 
My barns are fully insured. A fire in one of 
them would get me out of debt. If you can take 
a hint, I will cancel that debt you owe me.” 
The patient took the hint and set the fire. On 
the same night he committed the act, he had an 
engagement with one of his former wives. He 
told her what he had done. Some months later 
she desired revenge upon him, and told the 
authorities what she knew. A large number of 
incendiary fires had occurred in the vicinity. The 
patient was arrested, confessed firing his father- 
in-law’s barn, and was given a sentence of twenty 
to forty years. The prison environment produced 
a brief prison psychosis, which promptly cleared 
up when he was sent to the Ionia State Hospital. 
In a long series of intelligence tests he was 
found to have a mental age between twelve and 
fourteen years. In performance tests he con- 
sistently obtained superior scores. However, his 
personality is childish. He weeps easily, and has 
no appreciation of the seriousness of his crime. 
He thinks only of the severe punishment, which 
he believes he does not deserve. He tells a long 
story of troubles, which shows that he has always 
adjusted inadequately. Whenever confronted by 
trouble, he takes the easiest way out, regardless 
of consequences. Despite his border-line score in 
formal tests, he is a child in moral judgment, 
planning ability, and social adjustment. The test 
scores mean very little in this case; merely. that 
he has a fairly retentive memory. I diagnosed 
him as a middle-grade moron, because all his ad- 
justments seem to take place at this level. 


2. James K. is Scotch-Irish, aged thirty-five. 
His ancestry is unknown and his early history 
is clouded. He has led a wandering existence as 
a laborer, machine hand, hospital attendant. He 
married about five years ago, and year ago 
brought his wife to a large Michigan city. Be- 
cause of his pathological lying, we do not know 
exactly what occurred after this. His married 
life has been peculiar in this respect; he claims 
to love his wife dearly, but states that there have 
been no marital relations during the past two 
years. He gives as a reason his religious belief 
that sexual intercourse should occur only for the 
purpose of procreation. This statement is in- 
congruous in the face of his personal make-up. 
He is rough-and-ready, illiterate, with total lack 
of the finer moral qualities, and probably has no 
religious convictions of any kind. 

A few months ago his wife deserted him, and 
he asserts that this caused a mental upset. He 
set a large number of fires in two cities, includ- 
ing a large hospital, doing thousands of dollars 
worth of damage, and endangering the lives of 
hundreds of patients. During these fires he was 
conspicuous rescuer of the people whom he had 
endangered. He was arrested some months later, 
and made a full confession, pleading mental 
irresponsibility at the time of his crimes. He was 
taken at his word, and sent to the Ionia State 
Hospital. 

At once he began a weird series of stories, 
contradicting himself frequently, and showing the 
picture of the pathological liar. 

In a series of intelligence tests he rated from 
twelve to fourteen years. He did well in per- 
formance tests. His attitude contrasts markedly 
with the first case. He alternately cringes and 
makes threats. He tells a different story every 
day, evidently hoping to find one that we will be- 
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lieve. He is not a suave Ananias; his lying is not 
consistent; his stories do not dovetail. When he 
does admit his crimes, he adduces revenge as a 
reason, claiming to have been wronged by owners 
of the buildings he fired. My diagnosis in his 
case is psychopathic personality, pathological liar, 
with strong paranoid trends. This latter part of 
this diagnosis is based upon reactions observed 
here. His methods of adjustment are markedly 
different from Case 1. 

The first patient set fire because it was 
suggested to him by a stronger personality, 
and because of the press of circumstances 
which he has not the stamina to face. All 
his life he has allowed his impulses to lead 
him; he is controlled by his primitive de- 
sires in a perfectly childish fashion. 

Case 2, while never a social asset, 
showed his maladjustment in a different 
way. His past history is that of a man 
totally selfish, abusive to his wife, neglect- 
ing his child, and discharged from nearly 
every job he ever had, not because of in- 
competence, but because he refused to obey 
rules or take orders. After arrest, Case 1 
meekly confessed and went to prison. The 
second man proceeded to utilize his past 
experience as attendant in insane hospitals 
in an attempt to procure a light sentence. 
Finding himself in an insane hospital, he 
uses a pathological active imagination in 
trying to confuse the physicians with con- 
flicting stories. He has also developed a 
paranoid trend which gives him the com- 
fort of self-justification for his acts, giv- 
ing him a mental comfort which is denied 
to the first man. 


Therefore, while these two men have 
almost exactly the same mental age, I 
think the first man is feeble-minded and 
the second man is not. If space permitted, 
I could give further details of their per- 
sonal lives to illustrate my point. 


The sum and substance of this paper is 
contained in the statement that many fac- 
tors influence the subject’s ability to pass 
formal mental tests, and that the inter- 
pretation of test scores must not be too 
literal; that it depends upon many condi- 
tions, including the subject’s ability to ad- 
just economically, socially, and morally to 
the environment in which he lives. Ex- 
amples are given which show that a given 
mental age may indicate mental deficiency 
in one patient, while in another it may 
mean only mental instability. 


A plea is made to consider intelligence 
tests as laboratory examinations, and to 
evaluate them as any other laboratory 
measure. 
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WILLIAM FOWLER, M. D. 
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In the great scheme of nature to protect, 
a more delicate organ from a less tender 
one, or in its provision to prevent trouble- 
some inflammation of one part extending 
to another part of finer texture and serv- 
ice, we have not considered the part the 
lachrymal sac may play as a barrier be- 
tween the coarse grained nose and the finer 
grained eye. Between the more often in- 
fected nasal chamber, and the less often 
infected conjunctival chamber. Between 
the heavyweight germ laden secretions of 
the nasal mucosa and the lighter secre- 
tions of a tear washed conjunctiva. Be- 
tween a greater abuse resisting organ, and 
one whose power of resistence is less. Be- 
tween two organs that are wisely con- 
nected but of a totally different physiology. 

In the normal lachrymal passages there 
are always some secretions in transit, tears 
being the large part of these secretions. 
The sac, it seems to me may act as a re- 
servoir for these secretions, and in turn 
these secretions in the sac can act as a 
barrier to the upward passage of air or 
bacteria, or stop an inflammation that is 
ascending these passages by continuity of 
tissue. 

If this assumption is true, and I see no 
reason why it is not a fact, it seems very 
obvious that any treatment of any path- 
ology of this part must wisely be a treat- 
ment that will retain this physiology. 

While it may be possible that tears may 
enter the puncta, especially the lower, and 
flow down through the passage by their 
own weight, it is more probable that all of 
the fluid passing through the channel does 
so in an exclusive fashion directed by the 
musculature and elasticity of the parts. 

In the act of winking the palpebral 
fibers of the orbicularis arising from the 
internal palpebral ligament puts that liga- 
ment on the stretch, pulling it’s outer end 


‘and the subjacent sac away from their 


attachments to the lachrymal bone, thus 
causing a tendency to a vacuum in the sac. 
Shortening the distance from the puncta 
to the sac, or from the lacus lacrymalis to 
the sacus lacrymalis, and squeezing the sac 
is accomplished by the Tensor tarsi (Hor- 
ner’s muscle). We have therefore a pro- 
pelling as well as a suction force that 
guides the tears into the sac. In the sac 
the flow of tears becomes more passive 
and probably depends upon the elasticity 
of the sac to further their passage through 
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the narrow duct, or it may be that the 
elasticity of the sac may be a means to 
accomodate a spasmodic inflow of tears to 
a steady and continuous outflow. 

If this assumption is true, and most of 
our writers agree that it is, then we can 
realize the importance of retaining the 


anatomical integrity of the canaliculi and 


their physiology. 

Dacryocystitis is a local name given to 
an inflammation localized along the lac- 
rymal passages. It is the succession of 
changes that occur in the living tissues of 
these parts in response to an irritant and 
whether we find it as a so called chronic 
catarrhal inflammation, or an acute phleg- 
mon or abscess, depends upon the stage 
which this succession of changes has 
reached, modified by the resistence of the 
individual structures and the virulency of 
the irritant. 


While some writers speak of this in- 
flammation being different from other in- 
flammations in that an acute Dacryocy- 
stitis always follows a chronic dacryocy- 
stitis rather than the chronic following 
the acute as in most inflammations, the 
changes occurring in the tissues must be 
the same as the changes occurring in any 
tissue of like anatomy in their response 
to an irritant. 

Inflammations never come to any tissue 
until the normal physiology of that tissue 
has been overcome or overwhelmed by the 
irritating or destroying influence. 

The influence in the very large majority 
of cases of dacryocystitis is an extension 
of a rhinitis through the nasal duct which 
either obliterates the canal or closes it 
sufficiently to overwhelm the power of the 
sac to properly empty itself. If the dam 
is complete the sac then becomes a septic 
tank into which pour the conjunctival 
washings of tears, bacteria, mucus, for- 
eign bodies, etc., to undergo putrefaction 
with its consequent abscess formation and 
other changes, depending upon the nature 
of the pathological contents. In one case 
granulation tissue with deposits, another 
with stricture, another with purulency 
alone, and another with all the results of 
inflammatory change. 

A trachomatous inflammation or a 
tubercular inflammation of the conjunc- 
tiva may extend to the sac. A foreign body 
may also cause an inflammatory action 
with calcerous deposits. Ball in his latest 
work states, “The lodgement of cilia and 
other foreign bodies is probably more 
common than has been supposed.” But, 
other than Trachoma, the sac might be 
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immune to these descending insults if the 
nasal ducts were perfectly normal. In 
other words ascending inflammations and 
irritations may alone cause a dacryocys- 
titis, while descending inflammations and 
irritations may not be so insulting to the 
sac unless accompanied by some nasal duct 
pathology. 


This paper is not intended to take up 
the subject of Traumatic insults or an- 
atomical anomalies. 


Dr. Campbell, of Detroit, has shown by 
X-ray plates that there are many an- 
omalies, the chief one being that the duct 
comes off the side of the sac instead of 
at its lowest point. 


No one curative process may then be 
successful in all cases, but as in all inflam- 
mations everywhere, prevention, rest and 
drainage are the factors of most impor- 


 tanee. 


Considering then the etiology of dacry- 
ocystitis from its various angles, it would 
seem that we should place the chief indict- 
ment at the door of the nasal duct and hold 
it responsible for the trouble, and direct 
our curative efforts toward relieving this 
part of the lacrymal apparatus of its 
pathology. 

I know that as Thompson says, “Many 
of the contributions to the treatment of 
this disease in the late past have shown 
that the workers along this line have di- 
rected their energies to sac destruction, or 
removal, or horizontal drainage into the 
middle fossae of the nose rather than to 
the restoration of the normal function of 
the canaliculi sac and duct.” Thompson 
also expresses the opinion that all methods 
of treating dacryocystitis that were de- 
pendent for their success on the complete 
destruction of the sac and duct are more 
or less faulty. 

Zeigler has very frankly stated that 
dacryocystorhinostomy by any method 
whatsoever has by no means solved the 
problem, and that extirpation of the sac 
while giving relief has too many failures 
and too many complications to be the 
remedy of choice. He puts to us this per- 
tinent question, ““Why seek a lateral drain 
when nature has provided a vertical drain 
which simply needs enlargement by dila- 
tion ?” 

After a great many years of experience 
Zeigler continued to have faith in his 
method of rapid dilation as being the most 
plausible remedy and the one to give the 
greatest success. 

The thing to be accomplished by any 
operation, anywhere, it seems to me, is to 
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arrest the progress of the disease and re- 
store the part to its normal physiological 
activity. 

In looking over the entire display of 
operative procedures for the relief of 
dacryocystitis we find but two that ap- 
proach our ideal of overcoming the trouble 
and maintaining the physiology of the 
parts. Both of these have their faults. 
The operation as devised by Thompson 
slits the canaliculus, curettes the granula- 
tion tissue but does not dilate the duct to 
its fullest extent to provide for the imme- 
diate increased amount of drainage. The 
Zeigler method overstretches the canaliculi 
but does not curette the granulation tissue 
or pyogenic membrane of a purulent sac. 


It seemed to me that a combination of 
these two operations ought to give us good 
results. Thus about eight years ago I be- 
gan dilating the canal to its maximum, 
using a Theobald number 14 or 16 or 4 
to 4:5 m.m. at the same time curetting the 
sac and duct if need be with dental burrs, 
to the very happy satisfaction of the pa- 
tient and myself, except that slitting the 
canaliculi in order to introduce the large 
probes did not fulfill our ideal of preserv- 
ing the function of the part. 


About two and a half years ago I went 
into the dead room and found that I could 
make a counter puncture into the dome 
of the sac and introduce the probes 
through this opening, anticipating that the 
opening would heal in vivo and leave the 
entire apparatus in its normal physiology. 
My expectations have proven true in the 
several cases that I have done. My cases 
have all been chronic purulent cases 
through which a number 4 Bowman probe 
could be passed to the floor of the nose. 

Malformed cases where the duct comes 
off the side of the sac may not be applic- 
able to this method. I believe that a larger 
probe than Bowman’s number 4 ought not 
to be passed through the canaliculi. Even 
a number 4 may tear the mucus membrane 
and produce scar tissue. I have seen a 
number 5 Bowman stretch a canal beyond 
its power of resiliency. 

Having ascertained that the canal is 
patulous to a number 4 Bowman I pass 
a number 3 or 4 probe, or other instru- 
ment, through the lower canaliculus and 
have it held by an assistant in the hori- 
zontal plane. I then pass a double edged 
curved knife into the dome of the sac from 
a point, a wrinkle in the skin, about 8 m.m. 
above the upper border of the tendon oculli, 
pushing it down behind this tendon until 
it touches the probe held as a guide and 
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which we know is in the sac. When we 
feel or hear the two instruments together, 
we know that the knife and consequently 
the opening that we are making are in the 
sac. I then withdraw the knife and insert 
a probe through the knife wound, begin- 
ning generally with dne of the smaller 
Theobald and going up to number 16 un- 
less I find a smaller one fracturing the 
canal wall. I then gently curette the sac, 
if it has contained pus, also the canal if 
I find granulation tissue or calcerous de- 
posits. I then apply iodine to the entire 
field. 


I have found it useful to mark. the fore- 
head with a pencil along the line of the 
upper part of Bowman probe that has been 
inserted through the duct, thus giving 
exact direction to the large probes and 
curettes. There was considerable hem- 
orrhage on the introduction of the knife 
in three cases only. In the others the hem- 
orrhage was negligible. 


In this operation we avoid important 
anatomical structures. The skin above the 
ocular tendon is very thin and there is 
very little fat or fascia beneath it. 


The corugator supercillia has its attach- 
ments above. The levator labii superioris 
alaeque nasi and pyramadilis nasi are in- 
ternal to the incision. 

The pulley of the superior oblique is far 
above and behind our field, and the fibers 
of the Tensor tarsi (Horner’s muscle) are 
forward and outward from the sac and 
hug closely to the lacrymal canals. 

The reflected aponeurosis of the tendon 
oculi does not extend above the tendon. 
Its direction is downward from the tendon 
and backward toward the ridge of the la- 
crymal bone, from which point the tensor 
tarsi muscle begins. 

Most of the vessels and nerves are 
avoided but the branches of the angular 
artery and vein that go to the sac may be 
injured. There may also be a plexus of 
veins around the upper part of the sac 


_which may be injured. 


The incision is made in a wrinkle of 
the skin and parallel to the fibers of the 
Orbicularis and is best made 5 to 8 m.m. 
above the upper border of the tendon. 

In most of the cases I use a simple 
dressing of sterile vaseline and suture the 
wound with one strand of horsehair. In 
all cases however no visible scar is left 
after two or three weeks time. 

The point I want to stress is that this 
procedure retains the normal physiology. 
The success of the operation in relieving 
trouble lies I believe in the maximum dila- 
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tion, the curettage of calcerous deposits 
if any, and of the granulation tissue and 
pyogenic membrane, and for the time be- 
ing, the sterilization of the parts with 
iodine. 

It must be remembered, however, that no 
surgery of the lacrymal apparatus should 
be advised until paliative measures such 
as the passing of small probes, the instilla- 
tion of suitable remedies and the gentle 
syringing of the passages with mild anti- 
septic solutions over a reasonable length 
of time has failed to give results. 

If my experience of maximum dilation 
of the duct in the manner described is 
justified by the same experience in your 
hands, then I am frank to believe, that 
any surgery that disturbs or destroys the 
natural physiology of the parts or the con- 
tinuous or intermittent probing for this 
trouble over a period of years is quite un- 
justifiable in the large majority of cases. 





TUBERCULOUS LARYNGITIS—ITS 
TREATMENT WITH CHAUL- 
MOOGRA OIL 





CARL F. SNAPP, M. D. 
GRAND RAPIDS, MICHIGAN 


Probably no condition in the field of 
otolaryngology has been more neglected in 
the past than that of the tuberculous 
larynx. While the laryngologist is to blame 
to a great extent for this state of affairs, 
he is not wholly responsible, for these 
cases are almost always under the care 
of the internist or general practitioner, 
and any throat involvement is often con- 
sidered simply a part of the general con- 
dition and nothing special is done about it. 
It is astonishing how frequently these 
laryngeal cases are disregarded even in 
many of the sanatoriums throughout the 
country. Existing conditions on this point 
were brought to light by Mullin: in 1920, 
who sent a questionnaire to all the tuberc- 
ulous sanatoriums listed in the directory 
published by the National Association for 
the Study and Prevention of Tuberculosis. 
To the question, “Do you accept cases, if 
known, of laryngeal tuberculosis at your 
institution?” twenty-one per cent an- 
swered “No.” To the question, “Do you 
have a trained laryngologist in attend- 
ance?” sixty-one per cent answered in the 
negative. To the third question, “Are all 
your cases given a systematic routine ex- 
amination of the ear, nose and larynx on 
admission and at certain stated intervals 
during their residence?” thirty-five per 
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cent replied that they did not, and some 
volunteered the information that they had 
this examination made only when symp- 
toms demand it. To the last question, 
“Is this examination made by a laryn- 
gologist, or by the regular chest man in at- 
tendance?” twenty-six per cent answered 
that they were made by a laryngologist 
and seventy four per cent that they were 
made by the chest man. Some even an- 
swered that they could see no reason why 
a trained laryngologist should be in a 
tuberculosis sanatorium, stating that the 
attending physician gets an immense 
amount of experience covering this kind 
of work and is as well fitted to treat these 
cases as a laryngologist. 


This is a deplorable state of affairs and 
as Mullin states in his deductions it sim- 
ply prevents the making of an early diag- 
nosis, and it drives more and more pa- 
tients, who should be in bed carrying out 
the rest cure, to the private office of the 
physician or to the dispensaries. Mullin‘ 
concludes that the one thing lacking among 
laryngologists is the lack of interest which 
they display toward this disease. Some 
laryngologists state that they see very lit- 
tle tuberculous laryngitis in their part of 
the country which only means that they 
are not making the diagnosis. Some are 
afraid of becoming infected themselves 
while examining or treating the condition, 
while others say they do not care to treat 
this disease, preferring to send all such 
patients to a sanatorium. 


Larue? stresses this phase of the situa- 
tion by stating that there are three condi- 
tions which may be listed as a cause for 
this lack of interest. They are: inade- 
quacy of early diagnosis, incurability, and 
indifference of laryngologists. Little need 
be said regarding the importance of an 
early diagnosis, for, in laryngeal tuberc- 
ulosis, as in everything else, the end re- 
sult depends upon starting treatment early 
in the course of the disease. That so many 
of these cases are neglected early and are 
usually seen by the laryngologist only 
after they reach the last stages is one of 
the reasons for the existing lack of in- 
terest in such cases. In order to detect 
laryngeal involvement at the proper time 
it is highly important that a careful ex- 
amination be made by a laryngologist in 
all patients with pulmonary tuberculosis 
as soon as they come into the hands of the 
internist or general practitioner and again 
routinely at regularly stated intervals. 
That the internist should be familiar with 
the early signs of throat involvement is 
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extremely important and he should be con- 
stantly on the watch for these signs, but 
for him to assume all responsibility for 
making an early diagnosis of extension 
into the larynx is demanding far too much 
from one who is already overburdened in 
these days of modern medicine. 


Another factor which has _ hindered 
progress in the treatment of these patients 
is the general feeling that they are incur- 
able. This, as mentioned above, has been 
mainly due to the failure to diagnose these 
cases early. Most of the cases treated 
have been far advanced and the varied and 
time-honored methods of treatment have 
been of little or no avail in many instances. 
The cause for this general opinion lies to 
a great extent in the fact that in many of 
the great teaching centers tuberculosis of 
the larynx is given but little attention. It 
is true that many of these centers are 
located in regions where the disease is not 
very prevalent but this should be no excuse 
for not stressing the importance of so 
serious an affliction. Medical students are 
frequently led to believe that the treatment 
is merely general and that a pad and pencil 
is all that is needed so far as the throat 
is concerned. The little or no attention 
given the condition by some of the recent 
text books on otolaryngology is amazing. 


Larue’ also cites as a retarding factor 
in the progress the notion held that tuberc- 
ulous persons are regarded as undesirable 
patients on account of the danger of in- 
fecting the physician. Proper care and 
gentleness in administering local treat- 
ment will do much to prevent coughing. 
A plate glass shield suspended between the 
face of the examiner and the mouth of the 
patient is an excellent method of protec- 
tion and is widely used. It has been used 
by the writer in sanatorium work with 
great satisfaction. In treating bed pa- 
tients or patients in the homes one should 
use gauze masks for protection. 


As regards the treatment, it is not the 
intention to discuss or even enumerate all 
the various methods used. That there are 
so many in number would, in itself, indi- 
cate that none were entirely satisfactory. 
First in importance is the general care 
and hygiene which is so essential in the 
management of pulmonary cases. Since 
the laryngeal lesions are always secondary 
to lung involvement it is readily seen that 
no case should be handled by the laryn- 
gologist alone, but always in conjunction 
with the internist. It cannot be doubted 
that rest is the most valuable therapeutic 
measure and some really wonderful re- 
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sults have occured by the use of silence 
alone. The pad and pencil method as em- 
ployed in various institutions is exceeding- 
ly important, but should be supplemented 
in many instances with some local medica- 
tion. There should be a uniform rule in 
all cases that complete silence must be 
practiced at all times, regardless of the 
other method used. Heliotherapy has given 
excellent results in the hands of some 
workers and the electric cautery is very 
valuable in certain cases. 


The successful use of chaulmoogra oil 
in leprosy led various investigators to test 
out its value in experimental tuberculosis. 
Among the first to do this were Voegtlin®, 
Smith? and Johnson*, who gave as their 
reasons the fact that the leprosy and 
tubercle bacillus belong to the same group 
of acid fast bacteria; and that the work of 
Walker‘ and Sweeney‘ seemed to indicate 
that chaulmoogric acid, the specific acid 
contained in chaulmoogra oil, everts a 
powerful action on all acid-fast bacteria, 
but is inert toward nonacid-fast organ- 
isms. These authors present figures to 
show that chaulmoogric acid is 100 times 
more bactericidal than phenol for acid-fast 
bacteria, including the tubercle bacillus. 
The oil contains a large amount of this 
chaulmoogric acid and also hydnocarpic 
acid, which may be readily converted into 
the ethyl esters. These ethyl esters were 
claimed by earlier workers to possess cer- 
tain therapeutic advantages over chaul- 
moogra oil but this is not confirmed in 
more recent reports. The experimental 
work, however, of Voegtlin®, Smith® and 
Johnson? with chaulmoogra oil in inocu- 
lated guinea pigs was negative. It was 
used intraperitoneally and intraveneously 
without resulting in any improvement. 


One of the earliest reports of the clinical 
use of the oil in the tuberculous larynx 
was by Lukens? in 1921, who had used it 
in some sixty cases over a period of eight 
months. The oil was dropped by means of 
a laryngeal syringe into the larynx and 
trachea; about 1 c.c. of a 10 or 20 per cent 
solution in olive oil being used. His re- 
sults were extremely gratifying and are 
listed by him as follows: (1) ‘The chief 
value of chaulmoogra oil is in the relief of 
pain and dysphagia. (2) The relief is con- 
tinuous in contradistinction to that pro- 
duced by cocain. (3) The treatment is 
not unpleasant or distressing, is without 
untoward reactions in the larynx, and can 
be used without previous cocainization. 
(4) Improvement, while not all that could 
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be desired, seems better than that obtained 
with other drugs.” 


Peers® and Shipman® reported in 1922 
a series of seven far advanced lung and 
laryngeal cases which they treated with 
the oil with rather unsatisfactory results. 
Relief of dysphagia was found to result in 
but one of the seven cases. In the same 
year Alloway’ and Lebensohn’ reported 
forty cases in various stages of involve- 
ment which they treated with the oil after 
the technic of Lukens’, except that they 
were treated daily instead of every other 
day, and their cases were divided into 
three groups for purposes of study. They 
concluded that this form of treatment 
should have a definite place in the treat- 
ment of laryngeal tuberculosis, being very 
useful in the majority of cases, but not 
wholly replacing all other forms of med- 
ication. They state that “some may be 
skeptical of the value of chaulmoogra oil 
as employed in these cases because the 
mechanism of its action is not clear;” and 
adding, “it may be true that the oil has 
no specific effect, but its beneficial action 
can perhaps be adequately explained by 
its detergent, anesthetic and counter-irri- 
tant properties.” 


Larue? reports a series of twenty-five 
cases treated in this manner with very 
satisfactory. results. 


The use of chaulmoogra oil has proved 
very successful in the hands of the writer 
who has now used it in twenty-five cases. 
A 20 per cent solution in olive oil has been 
used in practically all instances and the 
method of application has been that de- 
scribed by Lukens.* This consists in draw- 
ing 1 c.c. of the solution into a laryngeal 
syringe and by the aid of a laryngeal mir- 
ror, with the patient holding his own 
tongue, the oil is injected on and into the 
larynx. If the epiglottis is involved some 
of the solution is dropped on it as well as 
on the arytenoids and posterior wall. Then 
by having the patient phonate the remain- 
der is dropped on the vocal cords. Not 
all patients are able to control their throat 
reflexes well enough to allow one to drop 
the oil on slowly, but one can always get 
the syringe directed properly and with the 
aid of the mirror, see that it is applied in 
the proper place even though the patient 
gags and the procedure must be done quite 
quickly. However, it is surprising how 
perfectly these patients control their 
throats for these treatments, especially 
after a little practice. No effort is made 
to inject any of this oil directly down the 
trachea, the intention being to confine it 
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to the larynx, but naturally a certain 
amount of it must enter the trachea and 
bronchi in some instances. No deleterious 
effects have resulted in any of our cases 
so far as the internist or ourselves could 
determine. Cooper® and Freed*® have 
shown experimentally the injurious effects 
of chaulmoogra oil and various other 
preparations when injected into the lungs 
of animals. The extensive use recently of 
lipiodol in the lungs without deleterious. 
effects would tend to dispel any fear of a 
limited and well guarded intratracheal 
medication. The treatments are given 
three times a week, but later may be re- 
duced to twice or even once a week. 

The most marked results have been in 
the relief of dysphagia which has been 
controlled in practically every instance by 
the use of the oil. Patients who have been 
unable to eat on account of pain are often 
completely relieved, sometimes only one or 
two treatments being required to give this 
relief. Treatments must be kept up, how- 
ever, for a considerable period of time in 
these ulcerated cases in order to make the 
relief permanent. The patients with ulcer- 
ated lesions are extremely grateful, for 
they have suffered severely and the relief 
is marked. It is in this group of cases 
that the chaulmoogra oil treatment is the 
most effective. Infiltrations without ulcer- 
ation also respond, but to a less degree. In 
some of the early cases, however, with 
congestion and slight infiltration, recov- 
ery has been practically complete. Hoarse- 
ness, when present, is much slower to im- 
prove. The unhealthy appearance of the 
ulcerations and the accumulation of 
tuberculous secretions over the posterior 
wall are quite readily removed in the ma- 
jority of cases and the patients volunteer 
the information that their throats feel 
much more comfortable, being less dry 
and less irritated. They frequently speak 
of the sensation of well-being in their 
throats immediately following the injec- 
tions. The granulations become much 
healthier and cleaner in appearance and 
definite healing is quite often seen. Not 
all of the patients in this series have been 
cured. In fact, a cure has been experi- 
enced in only a comparatively small num- 
ber, but relief from pain has occurred in 
practically all of them and definite im- 
provement has resulted in the majority of 
those treated. Several of the cases were 
far advanced when first seen by the writer 
and died after a longer or shorter time, 
but were made much more comfortable 
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by the treatments, the important factor 
being relief from their dysphagia. 

The cases in this series were grouped 
for observation according to those re- 
ported by Larue’, namely, early, middle 
and advanced. Of the twenty-five cases 
studied six were in an early stage of in- 
volvement, having no, or very slight, in- 
duration of the posterior wall of the 
larynx, some vascular changes in the 
mucosa, and frequently quite a definite, 
but slight, sensation of an irritation in 
the throat subjectively. These were all in- 
stitutional cases except one and responded 
exceedingly well to the treatment, all be- 
ing apparently cured. The length of time 
they were treated was, on the average, 
about two months. The one patient out- 
side the sanatorium had a recurrence of 
rather indefinite subjective symptoms and 
required a short repetition of the treat- 
ments at two different times at varying 
intervals. She has now been well so far 
as her throat is concerned for over a year 
and is much improved generally. 


Seven patients are included in the mid- 
dle group. There was some infiltration 
and edema, and the cords were often thick- 
ened and roughened at the posterior ends, 
resulting in hoarseness. Pain was present 
at times. The epiglottis in one case was 
edematous. The majority of those in this 
group were also institutional patients. A 
distinct improvement was noted in most 
of them, being more noticeable subject- 
ively, however, than objectively. One pa- 
tient had an edema of the posterior wall 
of the larynx which was very persistent 
but she stated repeatedly that her throat 
felt greatly improved. Another, with con- 
siderable infiltration and congestion with 
hoarseness showed no definite improve- 
ment. The case with the involvement of 
the epiglottis responded very favorably, 
the redness and edema being much reduced 
in two months’ time. The majority of the 
patients in this group are still under ob- 
servation. 


The third group were all advanced cases 


with much infiltration and necrosis with 
extensive pulmonary involvement. The 
greater number of these were patients who 
were seen and treated in the homes. With 
the exception of three or four who were 
almost in extremis when first seen, pro- 
nounced relief of the subjective symptoms 
was obtained. Several had used various 
preparations previously without relief. 
After a few instillations they were quite 
free from pain and the dysphagia, which 
had prevented them from eating, was 
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greatly, and in some cases entirely, re- 
lieved. The majority of the patients in 
this group have since succumbed to the 
pulmonary tuberculosis. 


CONCLUSIONS 


(1) Chaulmoogra oil should have a dis- 
tinct place in the treatment of laryngeal 
tuberculosis. It is not a specific and should 
not replace all other methods or forms of 
medication, such as the electric cautery or 
heliotherapy. 

(2) Its greatest value is in the relief 
of pain and dysphagia. 

(3) The results in this series simply 
confirm those of other writers on the sub- 


ject. 
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THE PRECONVULSIVE STAGE OF 
EPILEPSY 


R. L. DIXON, M. D. 
WAHJAMEGA, MICHIGAN 


The tendency is strong, in practically 
all treatises on the subject of epilepsy, to 
make the convulsion the outstanding fea- 
ture of the manifestations of the disease. 
In those cases not showing physical con- 
vulsions, the acute psychic disturbance, 
recognized as the seizure, is considered the 
characteristic phenomenon. This is so 
commonly true that the layman, and many 
physicians, consider the disease simply a 
matter of ‘“‘fits.” 

A careful study of many cases of epi- 
lepsy in institutions and in extensive pri- 
vate practice, by our most competent 
neurologists and psychiatrists, has made 
clear the existence of other factors just as 
essential to a diagnosis as the occurence of 





* Abstract of paper read at National Association for Study 
of Epilepsy, Cincinnati, Ohio, May 31, 1927. 








DECEMBER, 1927 


physical convulsions, loss of consciousness, 
or psychic disturbance. 


We have come to recognize a character- 
istic personality make-up, a type of be- 
havior, an emotional constitution, which 
we say is common to the epileptic, and 
upon the determination of which we are 
quite inclined to indicate a diagnosis of 
epilepsy without giving much considera- 
tion to the so-called seizure. 

These “personality qualities” are so fre- 
quently described in the literature, as not 
to need being repeated here. It is enough 
to list the following terms as commonly 
appearing in the paragraphs setting forth 
this phase of the picture: irritability, 
maliciousness, obstinacy, morbid egotism, 
impulsiveness, deficient judgment, per- 
verted moral sentiments, revengefulness, 
cruelty, etc. It appears to be the opinion 
of most authors that these qualities occur 
in the course of the disease, largely due 
to central nervous system trauma incident 
to the convulsion, and that as the progress 
of the disease goes on these elements be- 
come more and more pronounced. They 
hold that gradually the threshold of re- 
straint against such properties is reduced, 
and their existence thereby becomes pro- 
portionally more marked. 


The writer agrees with the few who 
state that oftentimes these personality 
properties are recognized to have existed 
prior to the onset of seizures, as such. In 
a recent number of “‘Mental Hygiene,” Dr. 
L. Pierce Clark states: “We know now 
that the personality antedates the seizure 
epoch, although it often exhibits itself in 
an exaggerated form after the onset of 
seizures”; and we have all noted its per- 
sistence, even several years after the sub- 
sidence of seizures by the use of sedatives. 

All of us, in taking the history of epilep- 
tic children, have been able to bring out 
strongly that the epileptic child of a family 
was different from the other children of 
the family and neighborhood, even before 
the appearance of seizures. Their reac- 
tions to the customary events of childhood ; 
in the home; in school, and on the play- 
ground, were not those of the average 
child. 

It is oftentimes next to impossible to 
get this information from the mother, who 
is quite inclined to declare that the child 
was normal in every way until the sud- 
den onset of the spells. In fact, most 
mothers are loath to assign such attributes 
to their children even after they are so 
well developed as to be easily recognized 
by the teachers, neighbors, nurses, etc. 
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For some time, in acquiring the histories 
of epileptic children, particularly, we have 
given much attention to the preconvulsive 
period, and are quite convinced that the 
same behavior problems; the same peculiar 
temperament or personality, exist in the 
child prior to the onset of convulsions as 
we are accustomed to recognize in the 
definitely established case. It seems to be 
not so much a matter of their existence, 
as of their proportions. This has been 
brought out in several cases of twin chil- 
dren, one of whom is epileptic. The 
strength of the study in cases of twin chil- 
dren is important, because both are reared 
under as nearly similar conditions as it is 
possible for two children to experience. We 
have gone into the preconvulsive history 
of seven such cases and have quite readily 
brought out the difference in personality of 
the two (the epileptic and the non-epileptic 
one) in each pair. We have rejected a 
few cases in which one had suffered phys- 
ical injury or had endured sickness to a 
greater extent than the other, so much 
as to make it unfair to state that they had 
run a parallel course. We have not found 
that either could be said to have’*been more 
backward in learning. They kept even in 
school work, and, in cases of noted differ- 
ence, the one later to be epileptic had given 
an impression of being more capable in 
school until the time of seizures. In each 
case, however, the later epileptic twin had 
been recognized as more difficult to con- 
trol, or less apt to comply willingly with 
rules of home, school, and playground; not 
given to ready adjustment of minor mis- 
understandings with playmates; had man- 
ifested, in a child’s way, an outstanding 
egotism, a disproportion of self-import- 
ance, an over-estimation of capability, and 
a noted lack of appreciation of failure to 
accomplish. These consistent, and per- 
sistent, failures to adapt to child society 
were brought out beyond question, and 
were not attributable to lack of intelli- 
gence, or to feeble-mindedness. 


Among this group, and many other 
children studied in the preconvulsive pe- 
riod, were found also such traits as hold- 
ing the breath; striking the head against 
the wall; night terrors, bed wetting, 
screaming, and fits of anger out of all 
proportion to the cause. 

It seems to me that in these disqualifica- 
tions for child society we have the con- 
ceded personality of epilepsy reduced to 
childhood proportions, but in recognizable 
form. 


There is another very important factor 
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essential to the study of these cases, name- 
ly, the factor of heredity. Several studies 
of this subject have been made, leading to 
a uniform conclusion that heredity is an 
important, frequent, if not a common fac- 
tor in epilepsy. I very much appreciate 
the work of Dr. Weeks on this subject. 
His studies were carefully made and his 
conclusions justified. Others have defi- 
nitely verified his findings. The follow- 
ing quotations from his report of twelve 
years ago have been found sound and in- 
controvertible: 

“All available facts point towards the conclu- 
sion that the various common types of epileptics 
seen in institutions lack some element necessary 


for complete mental development, which is also 
true of the feeble-minded.” 


“That there are more than five times as many 
epileptics as feeble-minded persons in those fra- 
ternities coming from matings where neither 
parent can be classed as normal, or called men- 
tally defective, seems to indicate that the neu- 
rotic, or otherwise tainted, conditions are more 
closely related to epilepsy than to feeble-minded- 
ness. 


“Tt will be seen from the present evidence that 
epilepsy cannot be considered as a Mendelian fac- 
tor when considered by itself, but that epilepsy 
and feeble-mindedness are Mendelian factors of 
the recessive type, in that their germ cells lack 
the determiner for normality, or are nulliplex in 
character, while the tainted individuals, such as 
neurotics, criminals, sex offenders, etc., are sim- 
plex, and the normals duplex or simplex in char- 
acter.” 

It has been declared that five times as 
many epileptics as feeble-minded are due 
from matings marked by neurotic traits; 
that one migrainous parent produces epi- 
leptics as certainly as one epileptic parent, 
and is much more likely to produce epi- 
leptic than feeble-minded children. 


It is readily conceded that not all per- 
sons from neurotic ancestry are, or be- 
come, epileptics. It is, too, readily con- 
ceded that not all children whom the 
neighbors, or the school teacher, style 
“bad” are, or become, epileptics. Neither 
are all who possess one, or even more, of 
the unsocial traits mentioned above des- 
tined to a convulsion career. 

However I am of the opinion that those 
children whose genetic backgrounds are 
mottled by neurotic expressions, and who 
present the personality outlined, are at 
least potential epileptics, needing only an 
acute illness, a physical trauma, or per- 
haps a psychic shock to initiate the con- 
vulsive or seizure stage. I doubt that 
aeute fevers, injuries to the head, or 
psychic shocks are etiological factors of 
epilepsy, except as they occur to individ- 
uals typed above. 

The author has in his notes three cases 
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of children whom he had classified as from 
ancestry heavy in neurotic factors, with 
some showing of feeble-mindedness and 
epilepsy and who showed in general the 
childhood personality described above and 
whom he has later, three to seven years, 
had the opportunity to see in typical epi- 
leptic seizures, with a clearly defined epi- 
leptic make-up. One of these cases had the 
first convulsion late in a severe attack of 
whooping cough; another a week after 
recelving a severe beating in a school 
ground fight, in which there were present 
both physical and psychic shocks. For the 
other there was no apparent outstanding 
ascribable phenomenon. 


Some time ago I addressed to several of 
our leading pediatricians, who have had 
much experience with epilepsy in children, 
an inquiry as to whether or not they had 
come to recognize any physical or mental 
condition of childhood as a forerunner, 
so to speak, of epilepsy. Each said that 
he had not. In some of the elaborations 
there were mentioned rickets, malnutri- 
tion, hydrocephalus, and quite a variety of 
conditions which might possibly have a re- 
lation. One added that, as a fact, however, 
he had observed a great many more cases 
of rickets, malnutrition, and other consti- 
tutional diseases, who did not later become 
epileptics, than who did. He did not, there- 
fore, consider these or any other physical 
condition as indication of epilepsy poten- 
tiality. This assertion of the pediatricians 
is not unexpected nor illogical, because 
they, as a rule, limit their observations 
to the physical condition of the children 
and seldom have the occasion or the in- 
terest to secure a comprehension of the 
child’s emotional traits or even its heredi- 
tary background. 


Interviews with school teachers, school 
nurses, and playground directors have 
furnished a disclosure of a considerable 
number of cases that were suggestive 
enough to warrant further study. 


We have, though, no established agency 
in connection with our school system, 
qualified and designed to bring to light 
these cases. The school nurse and school 
physician are, as a rule, keen regarding 
the physical make-up of the child, and 
especially watchful for possibilities of con- 
tagious disease. They are not analyzing 
the child’s emotional reactions; studying 
his behavior problems, particularly if he 
is apt in class and physically fit. Then 
comes a day when the entirely unexpected 
— occurs with all its disturbing ele- 
ments. 
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I believe that many of these cases could 
have been anticipated had more care been 
taken in the study of the child. 

I am not unmindful of the fact that, in 
some more highly organized public school 
systems, a limited amount of child mind 
study and of behavior problems investiga- 
tion obtains. This is as a rule, though, 
limited to mental tests and to intelligence 
quotient determinations. There have been 
a few very good studies made of groups of 
children, analying their traits and emo- 
tional qualities, but these are all too few 
as yet. 

Now if these premises are true, and I 
firmly believe they are, we should develop, 
particularly in connection with our schools, 
much more of the psychiatric social serv- 
ice than we now have. Our teachers might 
better be giving earnest attention to the 
study of the child mind than to the acquir- 
ing of concrete information on the subjects 
taught and on teaching methods. The 
school nurses and school physicians should 
be better trained in that line. Routine ex- 
amination of teeth and tonsils is not to be 
despised, but routine examination of 
mental and emotional reactions, and of be- 
havior attitudes, is much to be desired. 

The qualified workers can find these 
children long before their affliction is rec- 
ognized by parent or physician. When 
found, then what? Briefly, I will say that 
I believe that a careful study of that child, 
physically and mentally, is next in order. 
A careful study of his home conditions 
should follow. Competent persons, trained 
in child mental hygiene, should be given 
opportunity to direct the child’s activities ; 
in the school, through the teacher, and in 
the home, through the parent. He should 
be gradually taught (trained) so as to 
eliminate from his personality the recog- 
nized asocial traits. This can be done in 
many cases, I believe, so as to arrest the 
affliction before the convulsive period be- 
comes established. 


SUMMARY 


1. The conception of epilepsy should 
not be too closely restricted to the convul- 
sive features, nor to the factor of disturb- 
ance of consciousness. 

2. Essential characteristics of epilepsy 
exist prior to the onset of convulsions. 

3. Importance of recognizing the pre- 
convulsive characteristics. 

4. Importance of careful study of 
school children in both physical and mental 
relations. “ES 
5. Possibility of suitable treatment 
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(training) to the end of arresting the 
affliction before the convulsive period be- 
comes established. 





HYPNOTISM AND BRAIN 
PHYSIOLOGY 





IRA M. ALTSHULER, M. D. 
DETROIT, MICHIGAN 


“For the human mind, if it acts upon mat- 
ter, and contemplates the nature of things 
and the works of God, operates according to 
the stuff and is limited thereby, but if it 
works upon itself, as the spider does, then it 
has no end, but produces cobwebs of learn- 
ing, admirable indeed for the fineness of the 
thread, but of no substance or profit.” 

Francis Bacon. 


In dealing with the workings of the 
“mind” one encounters difficulties. The 
reason is that there is a limited amount 
of objective data through which the func- 
tion of the brain can be studied. The ig- 
norance and prejudice which surrounds 
hypnotism is namely a result of the lack 
of our knowledge of the function of the 
brain, viz., cerebral hemispheres. It also 
explains, to a certain degree, why, in spite 
of gigantic advances in the chemical, phys- 
ical and biological sciences, our knowledge 
of one phase of physiology, viz., hypnotism 
has not been enriched in any appreciable 
measure by the addition of new, objec- 
tively determined facts — experimental © 
data such as has been responsible for the 
advancement made in the other fields. This 
is made strikingly apparent in the matter 
of fact attitude taken by the man in the 
street towards such almost mystifying ad- 
vancement as radio, aviation, synthetic 
chemistry, etc., contrasted with the atti- 
tude of many really educated persons to- 
wards hypnotic phenomena. 

However, historically, it is explicable. 
It was the sixteenth century that hyp- 
notism appeared on the horizon. While 
physics and chemistry grew out of the 
medium of alchemy, astronomy from as- 
trology, and biology had been studied even 
before the days of Aristotle, hypnotism 
had no such tradition. Although it at- 
tracted the attention of the scientist, at 
a time when positive sciences, thanks to 
Copernicus, Galileo; Bruno, Harvey, et al., 
just started their triumphant advance, and 
although the explorations of Columbus, 
Vasco Da Gama, Magellan, and the rest, 
threatened to dissolve and destroy all the 
rest of the old superstition, hypnotism was 
lagging behind. In short, this new branch 
of science found itself, at ‘the beginning 
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of the sixteenth century, in the same posi- 
tion as did the other sciences a, thousand 
years earlier. The facts were being dis- 
covered, explanation was lacking, or when 
attempted, was riddled with absurdities. It 
is not surprising then, that in this field, 
where the reagents could not be handled 
and manipulated as in chemistry and 
physics, interpretation of these facts 
should be directed into superstitious, re- 
ligious or supernatural channels. 


The interpretation of the hypnotic 
phenomenon beginning with James Braid 
and up to the present time, is a continuous 
display of theories. For an objective stu- 
dent there is really no chance to build any- 
thing on these theories. With the excep- 
tion of the works of the Pavlov and Bech- 
terew schools in Russia, and the behavior- 
istic school in our country, all other writ- 
ings have not contributed a jot to the ex- 
planation of the riddle of hypnotism. We 
shall therefore pass over all the theories 
in our subsequent discussion. Our aim is 
to interpret certain hypnotic phenomena 
from the facts gained in the study of mod- 
ern brain physiology, viz., conditioned re- 
flexes. 

We shall therefore begin with a brief 
summary of the conditioned reflexes, (of 
first, second, etc., order) then include the 
phenomenon of irradiation with subse- 
quent concentration, inhibition and the 
special mechanism of release, and the law 
of dominante. 


The basis of nervous activity, according 
to Pavlov, is formed by reflexes or in- 
stincts. The instincts are also reflexes but 
more complex ones. The instincts—inborn 
associations with definite stimulators— 
correspond to the activities of the organ- 
ism. If the action of any indifferent agent 
coincides in time with the action of any 
instinct, and if the action of the agent is 
repeated many times, then this agent, for- 
merly indifferent, begins to stimulate the 
instinct. For example: Food stimulates 
the food reaction which consists of certain 


movements of the animal and secretion. - 


If some indifferent agent, which previously 
had nothing in common with the feeding, 
is repeated many times with the feeding, 
it will shortly stimulate the food reaction 
when used alone. If we produce some dis- 
tinct musical sound at a given rate of 
vibration at a time of feeding, after a 
while, the repetition of the sound when 
used alone will produce the same food re- 
action as the food itself. Such stimulators 
may be formed from any agent of the 
outer world and with any instinct. Thus, 
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besides the reflexes or instincts which are 
inborn, there are some reflexes acquired 
during the life of the individual. The first 
are inborn or unconditioned reflexes. The 
second are acquired or conditioned re- 
flexes. It is evident that the conditioned 
reflexes must play a very important part 
in our behavior as they are being perpetu- 
ally acquired during the life of the individ- 
ual. Thus we see that a conditioned reflex 
is a sort of a cerebral unit whose own exis- 
tence rests on the basis of an- instinct or 
unconditioned reflex. Left dependent on 
instinct alone, in a world which presents 
ever changing problems and demands, 
and even new dangers to his very 
existence, a-man and the higher an- 
imals are needful of a more sentient me- 
chanism to assure their survival. The 
conditioned reflex is a part of this mechan- 
anism, for it eliminates the loss which 
would be entailed by the development of a 
new instinct—since the formation of an 
instinct requires the passage of thousands 
of years. Since it can be formed quickly, 
the conditioned reYex affords a similar and 
as effective a mechanism to the individual 
as the instinct does to the species. And 
since conditioned reflexes can also be ‘dis- 
established’, they present to the individual 
a means of acquiring new experiences 
without overtaxing the cerebral hemis- 
pheres, for when no longer active they re- 
treat and are placed in the background. 
It is reasonable, then, to assume, that 
where such an enormous number of con- 
ditioned reflexes are in play, opposing ten- 
dencies among them may arise. 


IRRADIATION AND CONCENTRATION 


“Any exciting or inhibiting process 
started at some point in the cerebral hem- 
ispheres by virtue of definite peripheral 
stimuli, is subject to certain types of move- 
ments along the surface of the hemi- 
spheres, the rate of which can be measured 
not only by seconds but also by minutes. 
These movements are in two directions: 
(1) spreading (irradiation), (2) return 
to original point (concentration). 

Inhibition and the mechanism of release 
of inhibition (disinhibition) : Inhibition, 
a well known physiological mechanism, 
means the successful obstruction of an ex- 
ternal indifferent stimulus carried to the 
field of activity of a reflex in action. Thus 
the flow of saliva caused by the sound of a 
bell, conditioned by its coincidence with 
the administration of some type of food, 
will cease or will be materially diminished 
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if the sound of a top trumpet happens to 
be brought into play.” 


LAW OF DOMINANTE 


This law, first elucidated by Prof. Uch- 
tomsky of Russia and further elaborated 
by Bechterew, is based on the fact that 
when any one brain center is stimulated, 
the other centers of the brain are in- 
hibited. This dominance is not exactly the 
result of passivity of the other centers, 
for the stimulated center is reinforced by 
accessory stimulation from the centers, 
whose own activities are in abeyance. 


The above physiological concepts being 
kept clearly in mind, their application to 
the phenomena of hypnotism may now be 
considered. And since consideration of 
hypnotism involves also a detailed consid- 
eration of the phenomenon of sleep, which 
the former resembles so closely, we shall 
dwell for a while on the latter . 


Sleep is a state of inhibition of the 
brain. It is reached by an isolated and 
continuous stimulation of a definite point 
in the cerebral hemispheres which leads to 
sleepiness and sleep. J. P. Pavlov and his 
school, after much experimental work and 
observation in their laboratories, came to 
the conclusion that natural sleep is to be 
regarded as a process of internal inhibi- 
tion. Some internal causes are instru- 
mental for the diminishing of functions of 
definite precincts of the brain—resp. 
conditioned reflexes. This diminution of 
functions is for the benefit of saving 
energy necessary for the unlimited func- 
tional adaptation of the higher depart- 
ments of the central nervous system. Thus, 
according to their school, sleep is an in- 
hibition which spreads from one point to 
the entire territory of the cerebral hem- 
ispheres and reaches even into midbrain. 

The inhibition starts in one point and 
spreads (according to the law of irradia- 
tion) all over the hemispheres, causing an 
inactive state of large and small groups 
of cells, and their precincts. The same 
inhibition can be caused also by external 
factors. An isolated, weak, continuous 
stimulation of one of the analyzers (organ 
of sense) as for instance: ear, (ticking of 
a watch, metronome, etc.,) ‘or skin (slight 
rubbing, etc.,) causes the corresponding 
receptive precinct of the brain to become 
exhausted and leads to a state of inertness 
or sleepiness, which finally turns into 
sleep. 

One of the main purposes of sleep is 
evidently self-preservation. There are ex- 
amples in the life of the animal kingdom 
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where sleep openly suggests this end of 
protection and preservation. Reference is 
made to the phenomenon of hibernation and 
aestivation. That hibernation and sleep are 
fundamentally similar conditions is clear; 
the main difference probably lying in the 
variation in the duration periodicity, in- 
fluence of temperature, etc. Sleep, a prere- 
quisite for the reinvigoration of activity, 
also plays an important part as an ad- 
juster of the acquired (conditioned) re- 
flexes to the inborn (i.e., instincts). As 
mentioned above, the conditioned reflexes 
are the temporary links in the relation- 
ship between the individual and the sur- 
rounding world. During sleep, that is 
when the cerebral hemispheres are in a 
state of inhibition, the conditioned reflexes 
(whose activities are centered in the cere- 
bral hemispheres) are also inactive. 


“Conflicts” which tend to exist during 
the wakeful state, thus disappear during 
sleep. No matter how strong the “social’’ 
authority of the conditioned reflexes dur- 
ing the wakeful state, is, they are colorless 
and valueless during sleep. The instinct 
(inborn reflex), which we must.assume is 
never dormant, then comes to the fore- 
ground and thus a reinvigoration of the in- 
stinct occurs. Sleep is thus responsible 
for the continuous reinforcement of some 
instincts whose activities are restricted 
during the wakeful state. All this is very 
important to bear in mind as the same 
course takes place during hypnotic sleep, 
the only difference being that hypnotic 
sleep is a more “condensed” type of sleep. 
That the latter is true is seen from num- 
erous experiences gained in the practice of 
hypnosis. The patient usually wakes up 
very much refreshed after a few minutes 
spent in a hypnotic sleep, as though he 
had been resting hours. 

Birman in Pavlov’s laboratory, points 
out that the difference of hypnosis from 
sleep lies in certain limitations in the pro- 
cess of spreading of the inhibition. Thus, 
fundamentally, sleep and hypnosis are sim- 
ilar processes. A “rapport” which is es- 
tablished in the hypnotic state is also a 
biologic occurrence of normal sleep. If 
sleep is able temporarily to stop the work 
of opposite tendencies in the realm of con- 
ditioned reflexes, hypnosis is even more 
able to do so. Similar to sleep, hypnosis 
is also able to bring them into harmony 
with the instincts and this without violence 
to either. During hypnotic sleep it is 
easier for the operator to direct the ac- 
tions of the subject in any desired chan- 
nels because of the general indifference 
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and quiescence of the conditioned reflexes. 

Hypnosis as known, is induced in the 
same manner as is natural sleep. In fall- 
ing asleep, an artificial set of conditions is 
usually produced i.e., we prepare for sleep 
(an expression in current usage). We 
mean by that expression the production 
of certain fixed conditions. We assume a 
reclining posture, we put out all lights 
and make the room as dark as possible, 
we shut our eyes as much as to say to our- 
selves, “Now, I am going to sleep.” We 
thus command the conditioned reflexes on 
sleep. In falling asleep, ordinarily we un- 
dergo a process of self-hypnosis. The same 
procedure, viz., suggestion is employed in 
inducing hypnosis. 

Man and animals are remarkably sus- 
ceptible to suggestion. Since we know the 
work of conditioned reflexes, we may un- 
derstand better how suggestion is accom- 
plished. The words and actions brought 
in the operation of suggestion are nothing 
else but symbols which correspond to cer- 
tain conditioned reflexes. 


The structure of the receiving organs 
or organs of sense are adapted to the work 
of suggestion. It is mainly by means of 
these organs that conditioned reflexes are 
established. The power of suggestion of 
man as well as his development through 
the influence of art, religion, literature, 
music, etc.,—series of conditioned reflexes 
—is too well known to need much elabora- 
tion. 

Suggestibility is a faculty found in nor- 
mal as well as in hysterical individuals. 
The controversy between those who 
thought that only healthy individuals are 
suggestible and those who maintained that 
hysterical are suggestible, was evidently 
unproductive. The reason, why the hys- 
terical person is apparently more sus- 
ceptible to hypnosis is due to the fact that 
a hysterical individual probably estab- 
lishes and ‘‘disestablishes’” conditioned re- 
flexes more rapidly than a healthy one. 
Also children are known to be more easily. 
suggestible, the reason lying in the flex- 
ibility to establish and ‘“‘disestablish” con- 
ditional reflexes. It is also true that sug- 
gestibility is greater in the same person 
when there is more wear and tear of the 
nervous system, as it is in the case during 
emotional perturbation, ill health, etc. This 
must be due to the fact that the brain cell 
being in a partial state of inhibition as a 
result of exhaustion, is more easily sug- 
gestible. The irritability of the brain cell 
during such emotional states is due to its 
fatigue. 
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Let us briefly examine the mechanism 
of normal sleep. It has been mentioned 
above that in normal sleep, the brain cell 
is in a state of inhibition. But not all cells 
reach this state of inhibition at once. The 
process of falling asleep, as the word indi- 
cates, is rather a gradual one. (radiation). 
(The same thing is true in the process of 
awakening). As known, inhibition or sleep 
from one point of the hemisphere spreads 
all over the entire hemispheres, involving 
even the midbrain. 

The physiological process known as 
dominante is an important factor in the 
normal as well as in hypnotic sleep. We 
shall on this place follow up the role of 
the dominante only in hypnotic sleep. We 
know that when the hypnotized (object) 
is ordered to watch a shiny object, he is 
bringing instantly his attention to this ob- 
ject. While doing it the rest of the brain 
centers become inhibited and lose their 
local activities. (Uchtomsky). This pro- 
cess cannot but facilitate sleep. As known, 
sleep is a state of inhibition of the brain. 
In establishing a dominante a great ter- 
ritory of the brain enters a state of art- 
ificial inhibition, which inhibition in itself 
is already the beginning of sleep. Later 
on it spreads all over the hemisphere. 


The dominante and conditioned reflexes 
are instrumental in causing sleep. In 
watching a shiny object a series of condi- 
tioned reflexes is called upon and produce 
hypnotic sleep. The dominante facilitates 
this event by initiating the inhibition of 
the rest of the brain centers, while the con- 
ditioned reflexes generate sleep. The condi- 
tioned refiex—in chief, (timbre of voice, 
its character, etc., of the operator) re- 
mains the only key by means of which the 
operator can still communicate with the 
subject. He—the conditioned reflex-in- 
chief—rouses certain conditioned reflexes, 
makes them function while the rest of 
conditioned reflexes remain inactive. How 
can we explain the rest of conditioned re- 
flexes remaining dormant? The answer 
is: The operator in establishing a reflex 
on hypnotic sleep works by means of this 
reflex, while the rest, unless called out, 
are indifferent to the established stimulus. 
When the time comes that the rest of the 
conditioned reflexes are also able to be 
stimulated, it means that the object is 
awake. 


As to the so-called post hypnotic trans- 
ference, the following explanation can be 
advanced: From experimental work of 


Pavlov and Bechterew it is known that the 
differentiation of space, the external lin- 
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ing, form, localization of an object in the 
surroundings, is a function of the cerebral 
hemispheres. Perception of time is also 
a result of the function of the cerebral 
hemisphere. (Animals in whom the cere- 
bral hemispheres have been removed do 
not perceive combined action, space, dif- 
ferentiated external impressions, no emo- 
tions, do not retain former experiences, 
and are deprived of the ability to estab- 
lish combinations between external events 
in time; they can not concentrate; they 
are also passive, reminding one of sleeping 
animals). As the cerebral hemisphere is 
also the place where conditioned reflexes 
have their seat, the action of the latter can 
be evidently set to a definite time. 

In the wakeful state, response to verbal 
orders is an easily understood example of a 
conditioned reflex. There is as Verworn 
rightly remarks, “Fundamentally nothing 
different in hypnosis than in life.” It can, 
then, be clearly understood, how the op- 
erator during hypnosis can rouse certain 
conditioned reflexes or groups of condi- 
tioned reflexes to activity, or conversely to 
make them passive. Whereas in the wake- 
ful state any single or group of conditioned 
reflexes has to contend with the rest of 
the numerous and more active condi- 
tioned reflexes, in hypnosis any condi- 
tioned reflex can be shifted about without 
interference from the others. The hyp- 
notizer as mentioned, operates with the 
established reflex on sleep. 


In the light of facts, it appears to be 
evident that hypnotic sleep is connected 
with the work of conditioned reflexes. Be- 
ing so, it is not reasonable then, to assume, 
as some writers insist, that hypnosis is 
inherently harmful—resulting in mental 
dissociation or in other undesirable states. 
Since the formation and “disestablishment”’ 
of conditioned reYexes is an every day oc- 
curence during the wayYeful state, it seems 
unlikely that the same process only be- 
cause it occurs during hypnotic sleep, 
should be harmful. In proper hands it is 
not only harmless but can be made use- 
ful. Certain reflexes which are undesire- 
able can be disestablished, while others re- 
inforced or directed into beneficial chan- 
nels. 


Summarizing our investigations, one 
fact remains established: That condi- 
tioned reflexes which play such an im- 
portant .role in the wakeful state of the 
individual, play the same role in hypnosis. 
In the same manner as any mental pro- 
cess is inconceivable without a brain cell, 
every brain action is impossible without 
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its unit, the conditioned reflex, no matter 
whether it happens in a wakeful state or 
in a state of sleep. 
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THE MANAGEMENT OF STRABISMUS 
PATIENTS 


PARKER HEATH, M. D. 
DETROIT, MICHIGAN 


This paper concerns the management of 
the concomitant strabismic patient; in it 
topics bearing on the subject are taken 
up in the following order: definition, vari- 
eties, etiology, methods of diagnosis and 
measurement and treatment. 


DEFINITION 


While the deformity present in this con- 
dition is only a sign, we have largely 
adopted it in practice as the thing itself. 
In concomitant strabismus the primary 
and secondary deviations are equal; the 
eyes maintain the same relative position 
in all fields as though joined to each other. 
Paralytic lesions show increased error in 
the fields of the affected muscle. Each 
fovea in the strabismic receives images 
from different objects. 


VARIETIES 


Deformity classifies these patients into 
three main types, namely, convergent, 
divergent, or vertical. The muscle action 
displayed may be spoken of as an excess 
or an insufficiency, as a spasm or a weak- 
ness. And these muscle manifestations 
may be periodic or constant, fixed or vari- 
able, unilateral or alternating, and so on, 
dependent upon the factors of varying de- 
formity and how the eyes fix. At this 
point we may mention two conditoins not 
strabismic but appearing so. The first is 
apparent strabismus, wherein the angle 
gamma is high, that is the angle between 
the visual and optic axes, as in hyperopia; 
inspection shows a seeming divergence. In 








730 


high myopia with angle gamma minus, 
there is an apparent convergence. Cover- 
testing shows no strabismus in either 
variety, and any measurable tendency to- 
wards strabismus is the opposite of the 
apparent strabismus. The other, an illeg- 
itimate kind of strabismus, is found in 
patients with a divergence neither concom- 
itant nor paralytic; one eye is used to fix 
and the other assumes a position of rest, 
diverging. These patients have high 
myopia or high difference of refraction 
between the two eyes. Latent strabismus 
or heterophoria is a condition we all con- 
stantly meet in refraction and may be 
mentioned as leading to a consideration 
of the etiology of strabismus. 


ETIOLOGY 


The basic cause of concomitant squint 
is not known. Donders in the early sixties 
linked hyperopia and accommodative effort 
with the production of excessive converg- 
ence and strabismus. He explained that 
hyperopes have to accommodate in order 
to see in the distance and excessively so 
for near; this strong accommodative effort 
is associated with strong convergence. 
When squint is manifested the excessive 
convergence has carried one eye past the 
point of fixation and diplopia developes; 
the discomfort of double vision is avoided 
by psychic suppression of one image. 
There is much to support this conception. 
For instance, convergent strabismus is 
seldom found without hyperopia or astig- 
matism; it usually appears in the period 
of early near-fixation and accommodation, 
at an average age of three and a half 
years; the squint is periodic at first, and 
is exaggerated with use of accommoda- 
tion; finally convergent strabismus is rela- 
tively infrequent in adults compared with 
children. Additional evidence is presented 
in the convergence-excess found in pa- 
tients using their eyes too soon with sub- 
normal accommodative power, as after se- 


vere debilitating diseases, such as measles. 


and scarlet fever. As Duane pointed out 
a similar accommodative excess-converg- 
ence is produced when an effort is made 
to use the eyes for near when the effects of 
a cyclopegic are incomplete; accommoda- 
tion is not able to respond, but converg- 
ence is, and the result is temporary 
marked excess-convergence. The effort to 
see clearly in conditions of difficult vision 
may produce the same result; such condi- 
tions as substantial opacities of the media, 
low astigmatism, and sometimes even low 
amounts of myopia. 


MANAGEMENT OF STRABISMUS PATIENTS—HEATH 





JOUR. M.S.M.S. 


Duane logically outlines the steps in the 
development of strabismus from the het- 
erophorias. In convergent strabismus the 
child with considerable hyperopia or hy- 
peropic astigmatism begins to use the eyes 
for near work and as a result of undue 
accommodation develops a varying spas- 
modic esophoria, marked only for near. 
Binocular fixation is present usually, and 
there may be only momentary spasmodic 
squint. The second step is loss of binocular 
fixation for near, and the periodic eso- 
phoria for distance. Careful tests show 
the squint to be associated with diplopia. 
Thirdly, after the above has lasted some 
time (occasionally years) the patient gives 
up binocular fixation for both distance and - 
near. He is apt to show diplopia on test- 
ing. Fourthly, the amount of squint for 
distance approaches that for near, and 
both increase, the latter due to the addi- 
tion of divergence-insufficiency. Muscle 
rotation is still unaffected. Suppression 
of the image from one eye has usually 
taken place. Fifthly, secondary muscular 
changes occur, contracture of the internus 
and weakening of the externus in the 
squinting eye. 

Patients may develop divergent stra- 
bismus from _ convergence-insufficiency 
through a similar series of steps. In earlier 
stages these patients, unlike the converg- 
ent-excess group show more esophoia for 
distance than for near. According to Duane, 
the accommodative type of convergence-in- 
sufficiency arises from those patients not 
required to use their accommodation in the 
normal way, and the disuse of accommoda- 
tion likewise affects the intimately re- 
lated convergence. Divergence-excess may 
similarly be the motive power behind 
divergent squint. 

The development of a strabismus from 
a phoria is hastened by high refractive er- 
ror or marked differences in the error be- 
tween the two eyes, also optical defects in 
the transparent media, and pathology 
within the globe in general. 


Particularly important are disturbances 
in or absence of fusion power. In fact 
disturbed fusion power or the psychic 
blending of visual impulses from each ret- 
ina is looked upon by many as the essen- 
tial cause of squint. We know that it is 
common in our patients to have monocular 
vision from a suppressed image in the 
other eye, the latter usually amblyopic; 
and alternating squint is an interesting 
form of voluntary fixation with either eye 
and accompanying suppression of the dev- 
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iating image. Restoration of fusion power 
cures the patient. 


Muscular anomalies of size and attach- 
ment produce in some patients many of the 
signs of strabismus, but usually can be dif- 
ferentiated by tests of the excursions. 


Heredity is an important factor in the 
general consideration of the etiology of 
strabismus, and is mentioned by Worth as 
present in 50 per cent of his cases, and this 
figure is substantiated by de Schweinitz. 




















DIAGNOSIS AND MEASUREMENTS 


The diagnosis of strabismus is largely 
made from signs. It calls for unre- 
stricted movements in all fields, due con- 
sideration had for the late secondary mus- 
cular contractures and for the element of 
spasm. Mentioned below are some of the 
more important methods, not all used upon 
a single patient, but apt to be all used in a 
group of patients. A careful history is 
taken including family history. Muscle 
movement testing in all fields for both far 
an dnear is of primary importance. This 
is done by having the patient fix upon a 
distant object with the head in different 
positions with and without one eye; and 
for near-testing following a finger at about 
ameter. The amount of error is estimated 
by corneal light reflexes, and is measured 
upon the perimeter or better with Priestley 
Smith’s tangential scale. The use of the 
phorometer and Maddox rod with prisms 
especially for the phorias is practical in 
many cases. Near point measurements 
and convergence power in prism angles is 
recorded if feasible. The field of fixation, 
or the amount of movement for each eye 
separately, is valuable when possible to 
record; the perimeter arc or a tropometer 
may be used for this. The action of com- 
binations of muscles is usually estimated. 
Where practicable a diplopia chart is 
made. For testing binocular vision the 
bar-reading test is useful as are the red 
and green glasses. In some of the hyper- 
tropias it is said to be helpful in deter- 
mining the full amount of error to patch 
one eye and to measure after some days. 

Of fundamental importance are the rec- 
ording of vision if possible and a careful 
refraction and fundus examination when 
under complete cyclopegia. About three 
quarters of the cases are in children, and 
a large majority of these are of the con- 
vergent type with hyperopia. 

The favored cycloplegic is one per cent 
atropin sulphate instilled three times a day 
for four days, and the child is examined 
on the third and fourth days. One-half per 
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cent scolpolamine or duboisin sulphate 
have been found satisfactory in patients 
sensitized to the former drug. 


The shadow test or skiascopy, occasion- 
ally checked for axis by the ophthalmo- 
meter has proved of indispensable value in 
measuring the amount and character of 
the refractive error. Accurate note taking 
is only secondary in importance to accurate 
methods, an dit has been found invaluable 
to record any findings on the spot. 


TREATMENT 


The treatment of strabismus patients 
is conveniently discussed under two head- 
ings: non-surgical and surgical. Non- 
surgical treatment is utilized in practically 
all patients, and may in those older be 
combined with surgery. 


When should treatment begin in the 
strabismic child? Since hereditary factors 
may be found in 50 per cent of all squint- 
ing children, the ideal and probably long 
sought after goal will be careful ocular ex- 
amination of those young children and in- 
fants having parents or grand parents 
with marked anisometropia or actual 
squint. This would be in thé nature of 
preventive treatment, and may well be 
borne in mind when treating adults having 
the condition or in noting the histories of 
infants and children. The physiological age 
limit for unequally disposed and poorly 
tracking eyes is supposed to be about three 
months. In some cases it may be six 
months. Consequently, six months is a 
fair arbitrary age to begin treatment in 
the sqinting infant. Ophthalmoscopic ex- 
amination and the classifying as far as 
possible of the squint (whether or not par- 
alytic) of course may well be done earlier. 

After six months the squinting infant 
may regularly be trained to look towards 
objects held in the avoided muscular field; 
it may be so placed in bed and so held that 
the eye moves in the faulting field. Some 
report successful gains following out this 
procedure. 

Refraction under full atropin cyclopegic 
followed when indicated by the prescrip- 
tion of suitable glasses is often done as 
early as the thirteenth month. The use of 
proper glasses may be said to be basic in 
the treatment of strabismus. It is con- 
venient and probably helpful to use a cy- 
clopegic in the fixing eye for a time, es- 
pecially prior to the use of glasses. Patch- 
ing the fixing eye seems to be successful 
inversely proportional to the discrepancy 
in vision between the two eyes. Gains in 
vision are made in the deviating eye, how- 
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ever, beyond question, after the use of the 
patch from an hour to four hours daily. 


What shall be prescribed? In low errors 
we throw off less, and the older the pa- 
tient the less thrown off. The ideal is to 
give as near full correction as will be worn 
with rational comfort. In young children 
under three with comparatively high 
error, in example, plus 9 or 10 diopters of 
hyperopia, we sometimes throw off 2 or 3 
diopters, frequently we subtract only 0.5 
D. in errors somewhat less. Any astigmat- 
ism is fully isolated and classified as to 
axis, and the full correction is given un- 
less the error be fairly high, say, over 3 D. 
where we may subtract a .25 D., never 
less. : 

Glasses are prescribed as young as 13 
months; the lower age limit if parental 
sentiment is controlled and if co-operation 
be had during the examination. If it is 
not practical to prescribe glasses the ef- 
fects of accommodation can be discounted 
with daily use of one per cent atropin 
solution or ointment. After the glasses 
have been worn constantly for about six 
weeks the patient’s angle of squint is 
measured and any change recorded. After 
another six weeks or two months the exist- 
ing situation is again recorded. Our ideal 
is to prevent ambyopia or to improve 
vision in the squinting eye. With these 
ends in view the treatment is to exercise 
the deviating eye by patching the fixing 
eye for a half to an hour three times a day; 
atrophinising the fixing eye serves in some 
patients. When practicable orthoptic treat- 
ment may be given with prisms, the sterio- 
scope, or Worth’s amblyoscope. Duane 
and Worth recommend fusion training. It 
requires a high degree of co-operation. 

The wearing of prisms in horizontal 
errors has not proved satisfactory. Ex- 
ercising with prisms in well selected cases 
has merit. Vertical displacements are fre- 
quently relieved with prisms to an amount 
of about 7 degrees; the full prism correc- 
tion is not given, usually a degree or two 


in each eye is uncorrected. Occasionally a 


patient will wear in comfort a vertical 
prism correction as high as 12 degrees. 
Tenotomy is usually better treatment for 
displacement beyond 7 degrees. 

Two principal goals exist in treatment 
of strabismus—the improvement of vision 
and the elimination of deformity. Our 
hopes have long centered in the restoration 
of vision to the faulting eye, practically 
our results have been cosmetic. To realize 
our hopes in general it will be necessary 
to have earlier treatment, and we are con- 
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fined to somewhat the same methods out- 
lined above, at least methods apart from 
surgery. 

While this paper may be said to be a 
plea for the early treatment of strabismics, 


it also pleas for conservative surgical 
treatment. 


Successful surgery in younger patients 
cannot be mechanical because of non- 
measurable variables, particularly the ele- 
ment of spasm. It is common in lower 
age scales, varies with the emotional field, 
usually affects adductors or elevators, and 
may rarely account for the entire error. 

Besides the surgical uncertainty from 
the presence or element of spasm the oper- 
ation is best done under local anaesthetic, 
difficult in the young child. Other factors 
are: binocular vision is usually soon lost 
beyond recovery, except in the few pa- 
tients seen shortly after squinting begins; 
self-consciousness from the deformity is 
usually a rather late development, and the 
maximum gain from glasses often comes 
after some years use. Operative treat- 
ment would seem to be indicated early to 
quickly establish mechanical aid for fusion. 
Practically at present this is rarely true. 
Operative measures at present are not 
commonly used for our practice before the 
age of 10 years. 

In the selection of operative procedure 
the one most familiar and controllable 
should be used. There are a number of 
good advancement operative methods. 

Convergent errors of low degree may 
be tenotomized, a gain of about 10 degrees 
may be expected, more is too radical or 
the extra gain has resulted from the pres- 
ence of spasm. Divergent eyes show about 
half the gain expected from tenotomy in 
convergence. In_ general, over-correct 
divergence, and under-correct converg- 
ence; insufficiencies should be over-ad- 
vanced. 

It is sometimes necessary to do a double 
advancement or to combine advancement 
with tenotomy. Tucking operations in the 
hands of many do well in the smaller de- 
formities. The patient with an occasional 
diplopia is especially difficult to treat sur- 
gically for with the shrinkage between the 
false and true images there is a geom- 
etrical increase in discomfort. 

Vertical errors may often be very suc- 
cessfully corrected surgically if 5 degrees 
or more in amount and when the use of 
prisms has proved unsatisfactory. Before 
tenotomizing a vertically acting muscle it 
is convenient to place a suture in the 
muscle and insert it in the sclera as if 
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about to do an advancement. Then meas- 
ure the error after tenotomy and if over- 
corrected the sutures may be adjusted ac- 
cordingly on the spot. Before correcting 
vertical errors in general it has proved 
best to correct any lateral displacement. 

Surgical correction of strabismic high 
myopic patients is not satisfactory due to 
the uneven muscle purchases and large 
globe. 
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Tuberculosis in chiJdhood presents many 
phases which are difficult té@explain. Cer- 
tain facts have long beenaknown relative 
to the type and severity of tub rculosis in 
the child, but -gatisfactofy #xplanations 
have been slow to come dnd even yet are 
in the realm of theory. 


For instance, it is commonly observed 
that there is a high mortality among in- 
fants under two years, but that following 
this period the death rate drops to a low 
point and remains so until the teen age is 
reached, when it rises again quite 
markedly. 

Many explanations have been offered for 
this strange fact which, no doubt, if we 
could thoroughly understand, it would 
shed much light on more effective protec- 
tion and treatment for both the child and 
the adult. 

Von Behring, it will be recalled, pro- 
pounded the theory that all tuberculosis as 
seen in the child and the adult was the re- 
sult of childhood infection which lay dor- 
mant, and later broke out in. adult dis- 
ease, not because of reinfection either exo- 
genous or endogenous, but because of in- 
tercurrent disease, over-fatigue and en- 
vironmental factors which result in re- 
activation of the old quiet lesion. There 
must be certain elements of truth in this 
explanation, but now the pendulum is 
swinging to the other extreme, and there 
are those who believe that exogenous re- 
infection is responsible for the disease of 
older children and adults almost to the ex- 
clusion of endogenous infection. 

Ranke brought out some time ago an 
explanation of the course of infection for 
tuberculosis which, further elaborated by 
Aschoff’s studies in the histo-pathology of 
the disease, seems to give us a basis for a 
better understanding of the course of 
events from infection to the development 
of actual disease. 
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The tubercle bacillus, as Aschoff points 
out, may have gained access to the body 
by one of several routes, but having lodged 
in any tissue and multiplied there, it may 
provoke two types of reaction to its pres- 
ence; namely, an exudative response or a 
productive response. Often, of course, 
both types may occur in the same indi- 
vidual, but usually they represent first one 
and then the other as regards initial se- 
quence, rather than both types of process 
beginning and proceeding together. By 
these terms it is meant that in an exuda- 
tive type the tubercle bacilli are sur- 
rounded by the more or less usual cells of 
inflammation; whereas, the productive 
type provokes a more chronic type of de- 
fense with the proliferation, either rap- 
idly or slowly, of connective tissue in an 
attempt to wall off the infection. 


Ranke first points out the development 
of the “primary complex” which is the 
first stage. 


The “primary complex” develops, for 
example, in the lung by the production 
first of a “primary focus’, usually sub- 
pleural, but in the parenchyma of the lung 
well out from the hilum. The course of 
infection from this point goes along the 
lymphatic drainage to the nearest lymph 
nodes which lie in the hilum. There is 
then a reaction there and the primary 
focus, with the involved regional lym- 
phatics, make up the “primary complex”. 

The secondary stage, or stage of gen- 
eralization, proceeding from this point, 
two types may follow: first, by perifocal 
reaction about the primary complex with 
hematogenous spread; or, secondly, by a 
more severe process manifested by peri- 
focal inflammation about the primary com- 
plex, also general inflammation through- 
out the lung, with direct extension and 
hematogenous and bronchogenic spread in 
one or both lungs. Generalized tubercu- 
losis may result in this stage, as every 
route of spread of the disease is available. 
During this stage the individual is hyper- 
sensitive and has very little immunity. 

In some cases it is reasonable to sup- 
pose that reinfection may account for the 
manifestation of both the secondary and 
tertiary stages. More particularly, how- 
ever, the tertiary stage represents the local 
reaction in one organ, usually the lung, to 
the reinfection of a previously infected 
individual. The spread in this stage is in- 
tracanilicular, that is, bronchogenic. It 
seems reasonable to think that this differ- 
ence of response on the part of the unin- 
fected individual; namely, the infant, and 





734 


of the infected individual represents the 
difference between the manifestations of 
tuberculosis in the child and the adult. 


Krause, while he does not accept en- 
tirely Ranke’s view, has attempted to ex- 
plain on a somewhat similar basis this dif- 
ference. It is pointed out that there are 
two defenses employed by the human 
body; first, allergical defense or immune 


TUBERCULOSIS IN CHILDHOOD—DOUGLAS 


JOUR. M.S.M.S. 


ally exposed to massive reinfection, sec- 
ondary or tertiary manifestations may 
arise and active disease supervene. 


In detecting these cases the chief points 
to bear in mind are: 


(a) History of immediate exposure 
with some knowledge of how severe and 
how prolonged this exposure has been, to- 


gether with careful history of symptoms/” 


(b) Tuberculin test done intra-cutane- _ 
ously with proper dosage. 


reactions; second, the lymphatics which 
act to collect and phagocytize or otherwise 
prevent the spread of infecting organisms. - 





In the child the lymphatic defense is 
poor, as it is not entirely developed and 
has not become a close compact network 
as it does later in life after the lymphatics 
have encountered many infections. 


On the other hand, the allergical defense 
is strong soon after infection with an or- 
ganism, but this defense becomes less ef- 
fective unless kept up by continued infec- 
tion. In short, the young child has at first 
little or no defense and general miliary 
tuberculosis and the other acute forms of 
the first two years of life may supervene. 
He has no allergical response of an im- 
mune type and his lymphatics are wide 
open. 

Next, if first infection is survived, there 
is a strong immune reaction built up, 
though the lymphatics may still be a 
rather poor defense. As adult life is 
reached the allergical defense is weak or 
lost, and the lymphatics become the strong 
defense and tend to keep the developing 
trouble purely local and of a chronic 
fibrous nature. 


Such, then, may be the reason for the 
high mortality of infants, the lowered 
mortality of childhood and the higher mor- 
tality again in adult life. 


Opie and McPhedran have pointed out 
what they term latent tuberculosis in the 
period of childhood. They point to the in- 
volvement of tracheo-bronchial glands or 
even the lung itself in the apical portion, 
as being very benign and showing few, if 
any, symptoms. Even though latent, how- 
ever, it is not devoid of danger and such 
lesions should be sought for particularly 
in children who are exposed to a positive 
sputum case in their own family. 

The recognition of these cases of latent 
tuberculosis is important from the stand~ 
point of preventive measures. If the child 
has developed what we have learned is a 
“primary complex” and infection stops 
there, he may have latent tuberculosis, and 
his resistance by means of allergy may be 
good. However, if such a child is continu- 


(c) X-ray studies carefully done and 
where child is known to be in continual” 
contact, repeated X-ray studies at frequent 
intervals should be made. 


(d) Physical examination with fre- 
quent re-examination with careful note as 
to general condition of the child, as well 
as local signs of pulmonary or glandular 
involvement. 


A brief discussion of each of the above 
factors may not be amiss. The history of 
contact with a case of human tuberculosis 
is very important. Bovine infection takes 
place, but is becoming more and more rare. 
Opie, for instance, found three bovine in- 
fections out of forty-three positive cul- 
tures from focal lesions in children and 
only one bovine type out of thirty-three 
latent lesions. 


The symptoms to be sought for are fa- 
tigue, lassitude or nervous irritability, fre- 
quent colds, occasionally cough. Fever 
may or may not be present, and weight is 
not a very reliable criterion. 

The Tuberculin Test is of value in show- 
ing whether the child is infected. Such a 
test should be made very carefully, start- 
ing with a 1-10,000 dilution of old tubercu- 
lin, using one-tenth of a c.c. intracu- 
taneously. Failing to get a reaction, 1-1,000 
may be used, or still failing, 1-100. In 
children with swollen glands or other 
active extra pulmonary lesions, 1-100,000 
should be used, as sometimes these cases 
give a very severe reaction. The above 
scheme is that appearing in the Diagnostic 
Standards of the National Tuberculosis 
Association, sixth edition, 1926, and has 
been found to be very safe in our work. 
The Von Pirquet test may be used, but it 
is not as delicate nor as accurate. 


Much has been learned recently concern- 
ing the tuberculin reaction, as, for in- 
stance, we have known that a_ positive 
tuberculin test before two years of age is 
very grave, but Asserson and others have 
come forward with reports showing that 
many do survive. Four hundred sixty posi- 
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tive reactions before two years of age were 
followed until five years old when it was 
found 209, or 45 per cent were dead; 196, 
or 43 per cent were living, and 55, or 12 
per cent could not be located. 


Another interesting observation is that 
a tuberculin reaction, once positive, may 
become negative due to the dying out of 
the infection. Austrian and Krause have 
followed several cases carefully, which 
show this to be true. 


The Tuberculin test is then valuable in 
showing whether the individual is infected 
at the time tested. 


Elaboration of the X-ray studies is a 
lengthy subject in itself, but suffice it to 
say that the X-ray has not heen used 
enough. There is much information to be 
had by means of the X-ray relative to lat- 
ent lesions of small or greater extent. A 
child with negative physical findings, who 
is known to be badly exposed, should be 
X-rayed, not once, but frequently. 


Physical examination is difficult and 
oftentimes reveals nothing as far as local 
signs are concerned. Nevertheless, a care- 
ful examination of the chest should be 
made as well as a careful inspection of the 
general condition of the child. Such ob- 
servations should be repeated frequently 
in the exposed child. 


The measures for treatment and pre- 
vention then must be directed toward the 
exposed child to prevent further infection, 
and in throwing about him the aid of the 
open air schools and the preventorium, or 
if active disease has developed, the more 
intensive care of sanatorium or hospital. 


There is little doubt that attention given 
to these children who have latent or smold- 
ering lesions will prevent much of the 
serious tertiary form of the disease in 
later life. Such attention must include 
careful study of the family to eliminate 
any source of infection with tuberculosis 
and so prevent repeated reinfection. The 
casually infected child who does not receive 
repeated reinfections is not in nearly the 
danger, generally speaking, as is the de- 
finitely exposed child whose source of ex- 
posure is known. For instance, Asserson, 
in 154 infants with positive tuberculin re- 
action, before two years of age, and a 
definite history of exposure, showed a 44 
per cent mortality within five years, while 
187 positive reactors, whose source of con- 
tact could not be found, showed only a 12 
per cent mortality. 


TUBERCULOSIS IN CHILDHOOD—DOUGLAS 


735 


The conceptions, therefore, of the 
course of events from infection to actual 
disease in tuberculosis indicate the place 
of the “primary complex”, the secondary 
stage of generalization most frequently 
seen in children; while the tertiary form is 
more often that of the adult. Further, it 
has been noted the effect of the two de- 
fenses; namely, those of allergical reac- 
tions and the lymphatics, as they influence 
the manifestations of the disease in chil- 
dren and adults. 


With this conception we see again that 
treatment in the child must rest in detect- 
ing his infection, preventing further mas- 
sive infection and building up defenses to 
cope with that which he may already have 
encountered. 


There is, therefore, nothing very new as 
to method, but here is added evidence and 
incentive to intensify our efforts in pro- 
tecting the child from tuberculosis. 
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COUNTY HEALTH UNITS 


During the past month and especially 
during the period from October 10 to 25, 
the State Department of Health has been 
busy trying to induce boards of super- 
visors to establish county health units. I 
have made several trips to Kent, Saginaw, 
Hillsdale and Washtenaw counties, with 
the view of bringing about this result. 
Other members of the staff visited Mar- 
quette, Clinton, Saginaw and Washtenaw 
counties. 


The particular reason for this activity 
is the new law giving county boards of 
supervisors the right to establish county 
health units. This is known as Act 306, 
Public Acts 1927. It is a simple, short 
law providing for the establishment of 
county health units in separate counties 
and also providing that several counties 
may unite and organize a district health 
department. The plan of organization is 
to be approved by the State Health Com- 
missioner, and the health officer to be se- 
lected by the board of supervisors. 

It is the desire of the Michigan Depart- 
ment of Health to see to it that such 
county health departments are established 
by and with the consent of the County 
Medical Societies and that the work done 
by the county health departments is done 
in co-operation with the local physicians. 
In each instance where we have made a 
special endeavor to have a county unit 
established the County Medical Society has 
either=passed resolutions endorsing the 
project or individual members, including 
the officers, of the local medical society 
have appeared before the board of super- 
visors in its favor. 

Up to the present time, but one board 
of supervisors has taken definite action to 
establish a county health unit. This is in 
Saginaw county. Oakland county has a 
very strongly organized county health 
unit which, although it was started before 
the enactment of the law referred to, has 
since been put under Act 306, Public Acts 
1927. In Kent and Hillsdale counties the 
matter is under consideration, having been 
referred to the health committee in each 
case. In both of these counties the med- 
ical profession is strongly back of the 
movement. 


The State Department of Health is 
anxious to do anything that it can between 
now and the next meetings of the boards 
of supervisors, especially in the two coun- 
ties above mentioned, to induce the boards 
to vote in favor of a county health unit. We 
will appreciate the co-operation of the 
profession and will be glad to receive sug- 
gestions as to what can be done to pro- 
mote sentiment in favor of this very neces- 
sary public health advancement. 

In Washtenaw county the County Med- 
ical Society and the medical profession 
connected with the university are working 
in co-operation with the State Department 
of Health to bring about the establishment 
of a unit as referred to and we are all con- 
fident that there will be a favorable out- 
come to our efforts at the January meet- 
ing of the board of supervisors. 

There are many counties which have not 
been approached on this subject and this 
is an appeal to the County Medical Socie- 
ties of those counties to look into the mat- 
ter and let the State Department of Health 
know what the feeling is and whether it 
would be possible to induce the boards of 
supervisors ot their respective counties to 
establish units. 

We appreciate the comment in the Jour- 
nal of November, 1927, in which the Edi- 
tor compares the work that it is proposed 
to have done by county health units in 
Michigan with that done under the Mill- 
bank Health Demonstration in Cattarau- 
gus county, New York. We are sure that 
the work done in Michigan will meet with 
the approval of the profession because it 
will be started with its consent and largely 
under its guidance. 

Guy L. Kiefer, M. D. 





ACTIVITIES IN THE BUREAU OF ENGINEERING 


Of direct bearing on the health of the 
state are the sanitary advances recorded 
in the annual report of the Bureau of En- 
gineering. We quote significant para- 
graphs: 

“The number of filter plants has in- 
creased from 21 in 1926 to 23 in 1927. 
These plants serve 32 municipalities hav- 
ing a population of 46.3 per cent of the 
state’s population. 

“Fifty-one chlorination plants serve 54 
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municipalities having a population of 12.8 
per cent of the state’s population. Fifty- 
one per cent of the population of the state 
is supplied with water which receives 
treatment either by filtration and chlorina- 
tion or by chlorination alone. 


MUNICIPAL WATER AND SEWER SYSTEM PLANS 


“A complete inventory of the files of the 
municipal water and sewerage system 
plans was made. Based on these findings 
a campaign was started through corre- 
spondence and visits calling attention of 
the city and village authorities to their 
duty of filing true and correct plans of 
their municipal water and sewerage sys- 
tems with this department. It is pleasing 
to report that more than twice the number 
of sewerage and water plans were received 

this year than the previous year. 


“A total of 146 sewerage system or ex- 
tension plans were received. Of the sew- 
erage plans received, 110 sets were ap- 
proved or accepted for filing, 16 sets were 
returned for corrections, and 20 sets were 
held for further information. 


“Of the water plans received, 60 sets 
were held for further information, 60 sets 
were approved or accepted for filing, and 
5 sets were returned for correction. 


RAILROAD WATER SUPPLIES 


“Inspection of water supplies used on 
the railroads of the state was continued 
during the year in the same manner as in 
the past. Samples for bacteriological 
analyses were collected and sanitary in- 
spections at the train source made. Numer- 
ous bad sources were corrected by altering 
local conditions with the result that favor- 
able certificates were issued for all 
sources used in the state. 


“The railroads in Michigan required 159 
certificates for water obtained in 89 cities. 
This necessitated the collection of 330 
samples of water. These supplies are 
classified as 67 municipally owned, 6 pri- 
vately owned, and 20 owned by the rail- 
roads. 


“Inspections were also made and sam- 
ples collected in 13 cities where the munici- 
pal water supplies are used by steamship 
companies. On the basis of these inspec- 
tions 28 certificates were issued to various 
water transportation companies. 


ROADSIDE WATER SUPPLIES 


“During the summer of 1926 the road- 
side water survey was carried on along 
lines similar to those employed in 1925. 
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The work extended from July 6th to Sep- 
tember 20th and occupied 57 working 
days. In this time we were able to take 
samples from a little over three times as 
many sources as we did in 42 days in 1925. 

“A total of 5,479 miles of state trunk 
lines was covered. Thirty-two trunk lines 
were completely covered, and 15 others 
nearly covered. Eight hundred and eight 
samples were analyzed, taken from 805 
sources of supply. Of these sources, 76.3 
per cent were safe, and 23.7 per cent un- 
safe. In 1925, only 63.7 per cent were 
safe. 

“Evidence of the educational value of 
the previous year’s work was found in 
many places. This was shown by the 
familiarity of the owners with our survey, 
and by the comparison of results of the 
analyses for the two years from the same 
source. Of the sources found unsafe in 
1925, 60 per cent were found safe in 1926, 
while of the sources found safe in 1925, 
only 11 per cent were found unsafe in 
1926. 

“Particular care was taken to collect 
samples from all school wells along the 
routes traveled. This was done to protect 
the health of the pupils and also because - 
school yards are favorite stopping places 
for tourists. A total of 209 school sam- 
ples was collected. Of these, 80 per cent 
were found safe. 

“This is a higher percentage than the 
average safety of all samples analyzed. It 
is believed that it is due in part at least 
to the fact that the schools were not in use 
during the time when the samples were 
collected. Many of them had conditions 
surrounding them which did not seem par- 
ticularly favorable to their safety and it is 
our opinion that if samples were collected 
from these wells when they were in use the 
results of the tests would show a lower 
percentage of safe supplies. Filth tracked 
onto the platform is more likely to find its 
way into the well while school is in ses- 
sion and the children are using the well. 


“A total of 144 municipal supplies was 
tested. Of these, 115, or 79.7 per cent, 
were found to be safe. In addition to the 
municipal supplies tested and found safe 
there were 52 others along the line of 
travel which were known to be safe by 
reason of previous tests. A total of 167 
municipal supplies was therefore certified 
as safe. 

STREAM POLLUTION CONTROL 


“Early in July, 1926, a representative 


of the Conservation Department, an Assis- 
tant Attorney General, and the sanitary 
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chemist and assistant sanitary engineer of 


the Department of Health, went to the Up-- 


per Peninsula where a very careful and 
detailed inspection was made of all the 
paper mills, gas plants, chemical plants 
and many of the milk handling plants. 
Conferences were held at Newberry, Mar- 
quette, Houghton, and Crystal Falls, simi- 
lar to the ones held at Lansing in the early 
part of the year. At these conferences 26 
incorporated municipalities and 21 town- 
sites were requested to have representa- 
tives present. To them the problems of 
stream pollution were presented and or- 
ders similar to the ones issued at the Lan- 
sing conference were later issued to 16 of 
the municipalities. 


“At Newberry six chemical plants and 
eight dairy plants were represented, at 
Marquette four gas plants, at Houghton 
four dairy plants, and at Crystal Falls 14 
dairy plants. With each of these indus- 
trial groups the pollution created by their 
wastes was discussed and the measures 
necessary to relieve the pollution, out- 
lined. 


“The six-month period allowed the 
municipalities at the Lansing conference, 
having now expired, a check was made to 
see what progress had been made. It was 
found that of the 77 municipalities receiv- 
ing orders, 23 had submitted reports, 17 
had employed engineers, 5 required no re- 
ports, and 32 had taken no action. 

“Letters were therefore addressed to 47 
municipalities in November asking for a 
progress report. Similar letters were later 
sent to the industries. The results of the 
conference have been most gratifying to 
the departments interested in this control 
work. There are but very few of the 
municipalities that have indicated that 
they do not intend to take any steps to- 
ward relieving conditions created by their 
sewage, and on these it is planned to insti- 
tute court proceedings at an early date. 


“The experimental treatment plants 
operated by the tanning and canning in- 
dustries were very successful and suffi- 
cient information obtained to warrant 
their continuance through the second year. 


“At the present time records in the De- 
partment show that municipalities ordered 
to start work on sewage disposal systems 
have responded in the following manner: 





Reports submitted 35 or 45.4% 
No report necessary........................... 6or 7.8% 
Engineers employed ........................ 14 or 18.2% 
Working locally on plan............... 9 or 11.7% 


No action taken 





13 or 16.9% 
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SWIMMING POOLS 


“For a number of years this bureau has 
taken but slight action in swimming pool 
operation in the state, due to the few pools 
in use, to a lack of staff personnel, and be- 
cause the health problems involved were 
not fully appreciated and taken seriously. 
Inspections were made only at those pools 
where assistance was asked. The rapid 
rise of swimming pool popularity has 
changed most of these factors so that at 
present it is our desire to assume super- 
vision of all pools operating in the state. 

“Our first problem was to obtain accu- 
rate knowledge regarding the number of 
pools and their locations. This was ob- 
tained through correspondence with the 
superintendents of public schools in all 
towns having a population of 3,000 and 
over. A 90 per cent response was received 
to this circular letter, resulting in the in- 
formation being obtained from 121 public 
or semi-public swimming pools. Thirty- 
five of this number are located in Detroit 
and the remaining 86 are scattered 
throughout the state. 

“A swimming pool questionnaire was 
prepared to be filled out by the engineer 
on the first inspection of the pool and to 
be filed in our office as a record of the 
physical features of the pool. Seven of 
these questionnaires have now been com- 
pleted. We hope to have a daily operator’s 
report filed monthly with this department 
from each pool so that a closer relation- 
ship may be built up between the pool op- 
erators and the Health Department. Our 
inspectors thus far have clearly shown the 
need of state supervision of pool operation. 
A lack of knowledge on the part of the 
operators concerning the use of available 
equipment is general. Repeated bacterio- 
logical water tests bear us out in this state- 
ment. In two cases it has been necessary 
for the department to order the pools 
closed until equipment suitable to treat the 
water is procured. Our work of keeping 
swimming pool waters up to the rigid bac- 
teriological standard is merely started. By 
another year we hope to make a good ad- 
vance toward this end. 

—KE. D. R. 





LABORATORY NOTES 


Dogs’ heads for the diagnosis of rabies 
should be sent to the Pasteur Institute at 
Ann Arbor, not to the Michigan Depart- 
ment of Health Laboratory. 





Biologic products distributed free by 
the Michigan Department of Health have 
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areal value. The plant that manufactures 
these biologic products operates on a 
budget. One of the largest items of ex- 
pense of this plant is the exchanges of un- 
used products. Physicians should not order 
more than they expect to use of any of the 
products. A consideration of this problem 
by physicians will assist the management 
of the plant to extend the service to other 
products. 

The Division of Biologic Distribution 
maintains 24 hour service. Telegrams to 
that division will be handled immediately 
upon receipt. It is not necessary to tele- 
phone your order. More prompt service 
will be obtained by sending a telegram, as 
the telephone central cannot always locate 
the shipping clerk. We have arrange- 
ments with the Western Union whereby 
the shipping clerk checks up every few 
hours day and night to see if any orders 
have been received at their office. 


During the past month we have had two 
important additions to the staff. Dr. Grace 
Lubin, who was formerly assistant in 
- plant physiology at Johns Hopkins univer- 
sity, has taken a position as colloid chem- 
ist in the laboratory. Dr. Roy Pryor, for- 
merly director of the Detroit City Labora- 
tories, is now connected with the State 
laboratories as research bacteriologist. 


OCTOBER’S RECORD 


As a whole the month of October showed 
a lowered incidence of communicable dis- 
ease. This was particularly true in 
typhoid fever with a report of 78 cases as 
compared to 95 cases for October, 1926, a 
decrease of 17 cases equivalent to about 
18 per cent. 


The most satisfactory showing was in 
diphtheria, which dropped from 792 cases 
in October, 1926, to 403 cases in October, 
1927, a decrease of 389 cases equivalent to 
about 49 per cent. 


Scarlet fever, which has been so contin- 
uously high for many months, showed a 
decrease from 665 cases in October, 1926, 
to 489 in 1927, equivalent to about 26 per 
cent. 


But slight difference 7 is shown in the 
numbers of other diseases. 


All of the venereal diseases showed a 
slight decrease. This was to be expected 
on account of the change in the regula- 
tions regarding the reporting of the same. 

The most significant change probably is 
to be found in poliomyelitis, (infantile 
paralysis), of which there were reported 
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91 cases in October as compared with 37 
cases a year ago and an average for the 
past five years of 42. This was a continu- 
ation of the September rise when there 
were 88 cases reported. 


PREVALENCE OF DISEASE 
October Report 
Cases Reported 











September October October Av. 5 

1927 1927 1926 Years 

PNEUMONIA eee eccensececcceeeeeensenee 239 239 278 
Tuberculosis _ .......... 523 554 415 
Typhoid Fever 78 95 146 
Diphtheria necceccecccccccceccsseseeesee 403 792 778 
Whooping Cough ......... 564 442 431 389 
Searlet Fever 000... 343 489 665 844 
Measles ....... = ae 140 112 278 
Smallpox ..... 55 38 34 65 
Meningitis ae 8 9 6 10 
Poliomyelitis 22... 88 91 37 42 
Syphilis 1,549 1,367 1,473 1,138 
GOTOH a  -recesececscvcceeseveeeveenee 771 1,057 1,187 1,038 
CHAN CLI a eeesecceseennnceneevneceeeee 2) Se 9 20 14 


CONDENSED MONTHLY REPORTS 
Lansing Laboratory, Michigan Department of Health 
October, 1927 

































































ae a Sa Total 
Throat Swabs for Diphtheria ....... ec a Pee 970 
Diagnosis J) Ge 406 a Aiea 
Release 54 158 poe chieetl 
Carrier 1 307 aan rere. 
Virulence 10 2 ae emcee 
Throat Swabs for Hemolytic 
Streptococci ——————~—. _...... a a 640 
BDO E:T :4 110): (- an 129 203 ice same 
Carrier 13 295 we een z 
Throat Swabs for Vincent’s 39 397 es, 436 
Seay aa rc ee sey ae 5949 
IR a aes 1 eee 
Kahn 924 4980 i ae si 
Darkfield y , re eer 
Examination for Gonococci.... 218 fe. = 1197 
|: Fad So: |, ec Sugita + Poo 353 
Sputum 70 SE ose 4 eee 
Animal Inoculations ........... 4 Te ae 
Typhoid eget Bis Sail ape 234 
Feces 13 C°. wa yee a 
133 Covers Gn @i0) 0) c= 5° xe ee 2 ee 5 
Widal 21 7 es 
Urine ree Be? - tou pene 
Dysentery spe. eon pee 61 
Intestinal Parasites: ett | lee 25 
Transudates and Exudates........... ......... eet ee 165 
Blood Examinations (not clas- 
po) EERE ies Ae ees = esti 120 
Urine Examinations (not clas- 
sified ) ee Se a. tee 276 
Water and Sewage Examina- 
tions chin a: wil 742 
Milk Exxamimationss occcccccccccccccccccseeee sceeeeeee eit a 76 
Toxicological Examinations... 22. (cesses meee 8 
AUtOZENOUS Vaccines oecccccccccsevcenncee soveeeee Sieve cane 3 
Supplementary Examinations... 2000000 esse sada 488 
Unclassified Examinations... ........ See i ee 200 
Total for the Month. a oF Soe 11943 
Cumulative Total (fiscal year) ou. 9... eee ca 49150 
Decrease over this month last 
year a eae ee 1296 
Outfits Mailed Otte cece nce = Gee oe 17450 
Media Manufactured, C. Ceecco.. conn sbieeias 4» Ore 475275 
Antitoxin Distributed, units... ...... = cated mg 37374000 
Toxin Antitoxin Distributed, 
c. c. esse Rae Ses pees 165670 
Typhoid Vaccine Distributed, 
Cc. C. Sree tie ae 2065 
Silver Nitrate Ampules Dis- 
SURG oo ee tem motes 6800 
Examinations made by Hough- 
Com Laboratory ncn eee eens ees ee 1629 
Examinations made by Grand 
Rapids Laboratory -ccccscccccncce cone 2 a ee 5507 
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SEASON’S GREETINGS 


Your Secretary-Editor would be very 
remiss indeed did he fail to extend to the 
officers, members, readers and advertisers 
his personal greetings of the season. Every 
so often we find ourself in a_ position 
wherein words fail to convey the thoughts 
and sentiments that exist within us—we 
are confronted with that situation at the 
present moment. : 


Privileged as we have been to serve our 
Society and its membership over a period 
of some seventeen years, we have been the 
recipient of innumerable courtesies. We 
have not been unmindful of the trust re- 
posed in us; we have striven to acquit our- 
selves of that trust and to justify that con- 
fidence. The friendships formed fill us 
with pride for they are ever a source of 
inspiration and a solace when clouds hang 
low. Enemies inadvertently and advertent- 
ly have also been created, to our deep re- 
gret, but our hope has always been that 
eventually they would perceive the basic 
facts that created differences and that then 
the ill feelings would vanish, a new under- 
standing would ensue and so heal the 
breach. We are ever ready to proffer apol- 
ogy when we are wrong and impart rea- 
sons when our position is questioned. Our 
ideal, our purpose is ever to serve, not to 
rule or dictate. 

We cannot record the pleasure or pride 
that is engendered as we note the splendid 
progress that is recorded at the end of 
each society year. Credit belongs to no 
one individual; it is the achievement of the 
whole—officers, committees and members 
working in unison, with harmony, toward 
definite ends. It is because of that mani- 
fest activity that our Society is what it is 
today—an active, achieving, potential or- 
ganization concerned with all that pertains 
to our profession, our public relations and 
having ideals of service that will enhance 
human interests and welfare. We are dis- 
charging our responsibilities. 

And so at this Christmas Holiday sea- 
son, as we reflect in serious meditation, a 
horde of memories and incidents pass be- 
fore us engendering a spirit of good-will, 


appreciation and gratefulness. It is in that 
spirit, that we do sincerely tender our 
greetings and wishes for a most Merry 
Christmas and a New Year that will not 
alone be happy, but also filled with content- 
ment, health and prosperity. May every 
joy and gladness be yours. May the op- 
portunity present wherein we can serve 
you to a fuller degree than we have been 
privileged to in the past. 


MINUTES OF EXECUTIVE COMMIT- 
TEE OF THE COUNCIL 


The Executive Committee of the Council 
met in Ann Arbor on November 18, 1927. 
Present: Chairman Stone, LeFevre, Bruce, 
Corbus, President Randall and Secretary- 
Editor. 

1. On motion of Corbus-LeFevre, Jan- 
uary 11th, 1928 was selected as the date 
for holding the Annual Meeting of the 
Council in Detroit. 

2. On motion of Bruce-Corbus the 
Seeretary-Editor was instructed to cause 
each issue of The Journal to be copy- 
righted. 

3. Secretary-Editor was instructed to 
secure the services of Ernst and Ernst to 
make the annual audit of the Society’s 
books. 

Adjourned. 





F. C. Warnshuis. 





MINUTES OF THE MEETING OF THE 
JOINT COMMITTEE ON PUBLIC 
HEALTH EDUCATION—ANN 
ARBOR, NOVEMBER 21, 1927 


1. The following persons were present: 
Doctors Little, Huber, Davis, Lyons, Cabot, 
Biddle, Landers, Stapleton, Randall, 
Haynes, Sundwall, Bruce, MacCracken, 
Sinai and Henderson. There were present 
also Mr. A. W. Thompson, representing the 
Department of Uublic Instruction, an dthe 
Misses Cordelia Kemper and Sena Ander- 
son, representing the American Red Cross. 

2. Reading of the minutes of the last 
meeting by Mr. Henderson. 

3. The report of the Committee on Pub- 
licity. Dr. Jackson made a report on The 
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Detroit News health column program, call- 
ing attention to certain recommendations 
with reference to the question box depart- 
ment of the News health column. Follow- 
ing Dr. Jackson’s report, Dr. M. B. Landers 
of the Wayn County Medical Society made 
a statement as to the position taken by his 
Society with reference to the News pro- 
gram. He stated that he favored the plan 
as a whole but emphasized the fact that 
great caution should be exercised in an- 
swering the questions submitted, so as not 
to mislead the public or to give faulty ad- 
vice. 

Dr. Bruce, who has had direction of the 
work here on the Campus during the latter 
part of the year, called attention to the 
difficulties involved in taking care of the 
large number of calls which are coming in. 
He stated that he was very much im- 
pressed with the importance of publicity 
of this sort but felt that steps should be 
taken by the Publicity Committee to pro- 
vide adequate help in order to do the work 
in a satisfactory manner. 


Mr. Henderson called attention to a com- 
munication from The Michigan Business 
Farmer, asking for the organization of an 
exclusive service similar to that carried by 
The Detroit News. This raised at once the 
question as to methods of financing such a 
program. After some discussion the whole 


matter was referred to the Publicity Com- - 


mittee with instructions to submit a report 
of a plan looking toward the establishment 
of a state-wide health education publicity 
program and also suggesting methods of 
financing the same. The Publicity Com- 
mittee was empowered to add to its mem- 
bership, if necessary. 

4. Report of the Committee on Sex Hy- 
giene Lectures by Doctors Sundwall and 
Biddle. The report is as follows: 

“Your committee concerned with the 
problem of public instruction relative to 
venereal diseases, recommends the follow- 
ing: 

“That, for the present, no attempts be 
made by the Joint: Committee to present 
to the public the subject o f venereal dis- 
east—etiology, pathology, prophylaxis, so- 
cial effects, through the medium of the 
press or other printed articles. 

“The Committee will consider this sub- 
ject from the standpoint of public lec- 
tures and anticipates making a report 
thereunto at the next regular meeting of 
the Joint Committee.” 

5. Report of Dr. Sinai as to the program 
for the coming year. Dr. Sinai called at- 
tention to the fact that practically every 
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school where lectures were given last year 
had asked for a continuance of the pro- 
gram this year. He also reported a fav- 
orable attitude on the part of physicians in 
these counties where lectures were given 
last year. 
The following lecture outlines were ap- 
6. Report of lecture outlines for 1927-28. 
proved: “The Control of Diphtheria,” 
“The Common Cold,” “Air and Ventila- 
tion,” and “The Mouth and Its Message.” 
The outline on Sunlight and Health was 
referred back to the Committee for re- 
vision, especially with reference to the 
paragraphs which referred to ultra-violet 
rays and their use in medical practice. The 
matter was referred to a special commit- 
tee, consisting of Doctors Sundwall, Kiefer, 
MacCracken, Jackson and Cabot. This 
committee met immediately after the ad- 
journment of the Joint Committee and 
made the necessary corrections in the out- 
line, after which the same was approved. 
7. The Joint Committee approved of the 
list of speakers and subjects as submitted. 
8. Time and place of the next meeting. 
It was voted to hold the next meeting in 
conjunction with the Medical Council 
which is to meet at the Book-Cadillac Ho- 
tel, Detroit, on January 11, at noon. 
9. The meeting adjourned. 


W. W. Henderson, Secretary. 
THE UNIVERSITY CLINIC 


Some three hundred members registered 
at the Clinic that was tendered to our 
members by the Faculty of the Post Grad- 
uate Department in Medicine of the Uni- 
versity, in Ann Arbor on November 18 and 
19. Some two hundred members attended 
the dinner at the Michigan Union on the 
evening of the 18th. 

This Clinic was attested by all to have 
been instructive, interesting and practical 
and gave to the attendant much that well 
repaid for the time spent. 

In our January issue we purpose giving 
an extended, detailed report of this Clinic 
which it is purposed to repeat as part of 
our Post Graduate education activities. 








THE COST OF THE BIRTH 
OF A CHILD 


From time to time some feature reporter 
for a newspaper will spill a sob story on 
the “cost of being born.” Few real facts 
ever appear in such outbursts. Recently, 
however, apparently reliable facts have 
been made by the Heller Committee for 
Research in Social Economics of the Uni- 
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versity of California. The one estimate 
of 430.24 is what the average cost should 
be. The second total of $888.26 is not an 
average figure but rather that of an is- 
olated case—a former university student 
who kept an accurate record of all ex- 
penditures. 

We do not purpose analysis or comment 
upon these cost prices. We simply sub- 
mit them inviting our obstetricians to send 
in their comments. 

HELLER COMMITTEE ON RESEARCH IN 
SOCIAL ECONOMICS 


ESTIMATED COST OF BEING BORN 
i. Medical and Hospital 


1. Doctor’s fee— 
Includes pre-natal care, confinement and 
post-natal care by physician (not spe- 
































cialist) $ 50.00 
2. Hospital— 

Private room for 10 GayS G@ $6.58 ..ccceccnccc $65.80 

Delivery room 11.67 

Dressings 2.08 

Total Hospital 79.55 
3. Possible additional necessary or desirable 
items— 

Anaesthesia* 5.00 
Operation boy baby** 5.00 
Doctor’s fee for operation boy baby.......... 10.00 

Total possible necessary items 20.00 

If specialist is engaged instead of general 
practitioner, there will be an additional ex- 
pense of at least 59.00 

Final estimate medical and hospital...................... $199.55 








* If there is but a small amount of anaesthesia given, there 
is no charge. Three hospitals did not even estimate this 
item. One hospital makes a charge for this item. 


** All but one hospital charges $5.00 for this item for the 

































































operating room. This amount was therefore included 
instead of an average. 
2. Layette* 
Quan- Unit Total 
tity Price Cost 
Shirts (cotton, silk and wool or 
silk) 4 $ 1.51 $ 6.04 
Knitted bands (to pin diapers to— 
should have straps over shoulder) 3 -60 1.80 
Gertrude slips (wool or wool and 
cotton) 3.48 13.92 
Nightgowns (flannelette or outing 
flannel) 4 -88 3.52 
White slips—nainsook 6 2.46 14.76 
Diapers— 
Cheesecloth or Domet (16 yds.)......... 24 .30 yd. 4.80 
Birds-eye—24” single ( 8 yds..)........ 12 .38 yd. 3.04 
24” double (16 yds.).........12 -38 yd. 6.08 
Coat 1 8.14 8.14 
Cap 1 2.90 2.90 
Eiderdown squares 2 1.50 yd. 3.00 
Afghans 2 6.47 12.94 
Total layette $80.94 
3. Clothing for Mother 
Maternity gown 1 $40.00 $40.00 
Maternity corset 1 5.00 5.00 
Total clothing for mother $45.00 
4. Furniture 
Crib 1 $ 8.16 $ 8.16 
Buggy 1 29.87 29.87 
Bed clothing— 
Sheets 8 1.14 9.12 
Comforts 1 3.48 3.48 
Rubber Sheeting 1 1.75 1.75 
Pads 3 -79 2.37 
Total furniture $54.75 








* Items and quantities of the layette were estimated by Dr. 
Adelaide Brown of San Francisco. Prices collected by 
Heller Committee are based on ready-made garments. 
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5. Summary 












































1. Doctor’s fee $ 50.00 
2. Hospital expense 79.55 
3. Layette 80.94 
4. Mother’s clothing 45.00 
5. Furniture 54.75 
First estimate $310.24 
Possible additional necessary or desirable expense.......... . 70.00 
Domestic service for two weeks at home 50.00 
Final estimate $430.24 
I. Pre-Natal Expenditure 
A. Layette— 
Unit Exten- 
No. Cost tension Total Total 
(a) clothing— 
1. shirts (silk and 
4 $1.15 $ 4.60 
2 1.00 3.00 
3. 85 3.40 
4. 2.90 11.60 
5. 
85 S40 eco “ee 
6. kimonos, mat for 
WOGIETL. ccscccccccne Sg eet meee 332 Se” See 
| iia eater oe cates Se es 
7. gertrudes, mat 
for nainsook.6 ee ee ee 
silk and woo0l.....4 eet ce: Le 
8. dresses, mat for 
nainsook ................. a ees BGS 2 cc ee 
9. dresses, nain- 
ee ener is 1.95 
10. sweater 1.95 
11. jacket, booties, 
bibs, dresses, 
bonnets ete., as 
gifts. 
11) Rae el ale anaes Sea es BLISS A? 3 G060"° 22 
(b) bedding— 
1. wrapping blank- 
=) 1: SC ROO 85 5 eee 
2. rubber sheeting ........... Be ete Tn eee 
3.mat to bind 
small blankets 
made from large 
GUINNESS ee SON ne ae ee. 
4.mat for lamb’s 
wool comfort....1  ............ 4.67 
5. pillow cases.........4 -40 1.60 
6. pillow. cases, 
PC ee ee 1.15 
7. sheets 60 4.80 
8. pads 79 2.37 
9. mat 
eae. (ee feos BAR, cate Bite ties 
10. spreads 1.00 1 | llgee eet oc cue 
11. material for cur- 
tain around crib 7 ee 
12. afghan material 1 Aa oe 





Total bedding 


(c) bath material— 

















1. turkish towels..2 1.50 Se00 6 eis 
2. other towels and 
wash cloths made 
from old linen 
GMINAR oooh C200)? | Vette Sel eee. 
38.mat for toilet 
asket oo. 1.67 Ot.” See 
4.bath thermom- 
eter ..2 ed. aku 1.00 
5. soap -50 
6. powder -50 
(sarety ‘DIRS. 25 
8. toilet articles: 
oC 2 ea Sa 1.16 -95 
Ue ie ¥ -50 
ec | 2 a ae a re 1.00 
Total bath 
reertes HS oe Os St 
(d) Large equipment— 
l.washing ma- 
Chine... 
2. carriage 
3. crib with mat- 
| 2: Sea Fe 1 22.50 
4. bath table . : 5.00 
5oibath: tab? =... 4.50 
6. sanitary pail 
for diapers. ........... : ene OOO) ccheeceke cose ss 
7. room thermome- 
ROD obscene, : reer A || Oe SSOSEEe gmc re tC 
8. wool underwear 
stretchers. ............... 25 S000" Sven shales, ss 
Total equip- 
ment —.... Sh BOC eos 
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Unit Exten- 
No. Cost tension Total Total 
(e) Reference books— 
1. gov’t. bulletins..4 © .......... 
2.others ........... ee S26 .22556 sles 
Total books... — .......... Si giadiee ted SoG 
Total Layette $339.02 
B. Mother’s Expenses— 
(a) Medical— 
1. Hypodermics ...... BeSs TOG 42525. 
2. other medicines ........... 256 2 
Total medicire —rccccssc, ——ssssssesceeeeee 9.50 
(b) Clothing— 
1. maternity cor- 
SOG cei cance nes 7.50 
De LOO  eciciclek 10.00 
8. bed jacket 4.00 
4. slippers 2.00 
5. gowns 8.00 
Total clothing. = xs nice ia 
(c) Taxi— 
to doctor and 
WOGDIEME cate es 24.75 yA |; nee be 
(d) Domestic service— 
B WEEKS eoercessssssssssseee S 292 16.96 1696) 
Total expenses of mother 82.71 
Total Pre-natal @xXpenses.....eecccccsssnsvssssseseessmsnsssseeeesee 421.73 
II. Post-Natal Expenditures 
A. Medical— 
(a) Doctor’s fees (specialist)— 
1. care of mother... __ ........... TEGGS. so ee a 
2. operation on boy 
Babe sce 23 S50 toe pees 
8. anaesthesia, ad- 
ministration 20.00... bs JRC 224 Se o 
Total doctor... — ..... wage “Soietis. BOR OG” ae 
B. Hospital— 
(a) delivery service and 
CVOSSUNGS. neccesseceestsesesnne sacs IG0@ 2.525 ieee, 
(b) gas anaesthesia 2.000 con NOE i cecstees ee ~ 
(c) room for operation 
Dn 0:1: 2 pee. IGCW sn 5: es oe 
(d) care of mother and 
| cy:) +) 14days 7.00 QS. eaceaaecesnnnceeee ES 
Total hospital ..... tee ey 2 32000 ~ 
C. Service— 
(a) practical nurse, 3% 
WEGES? fa6 2S 25.00 SiGe Le) pee 
(b) board and laundry 
TOP WUTSS 2s ees yA || ee S- 2s is 
(c) other help, weeks, 8 2.12 1686 sscseoicteeas 
Total service ..... eee ienletica:, BOeAGe on. = 
D. Miscellaneous— 
1. announcement cards 
and postage, doz., 8 4.32 pee ee S 
2. announcement tele- 
grams = Sas 
3. flowers, fruit, et cl aeseeie et 
4. guest trays at hos- 
WAG pot 2 1.00 POS». Jaret = 
5.stationery to ac- 
knowledge gifts 
ANG FLOWS. oocecccccecsenee Sau BGS” - skies Be + aan 
Gi COREG sooo) “eee 00 oa ele 
T. DYASSTCTOS  cesecescsceessescsseseeeeee 4 1.50 CG a, eee 
Total  Miscel- 
TAMCOUS ooecesseseon Bei seas ares SE5F see 
Total Post-Natal 466.53 
Grand Total, All Costs $888.26 
SUMMARY 
I. Pre-Natal Expenditures 
A. Layette— 
pS Co 5, ce . $ 60.60 
yam 01:10 (00 61 33.36 
3. bath material 9.37 
4. large equipment .......... 282.45 
5. reference books ............ 3.25 
2Gal Lagette: 22 oc. «$UGRO2 . soba 
B. Mother’s expense ccc. 82.71 
Total Pre-Natal Ex- 
penditures $420.75 <= a 
II. Post-Natal Expenditures 
A. Medical $185.00 aes 
B. Hospital 120.50 smo 
C. Service 124.46 nae per ee 
D. Miscellaneous CnOe ee, Cee 
Total Post-Natal SAGC.5S — ceeceseseeee 
Grand Total $888.26 
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GREETINGS, REFLECTIONS AND 
SENTIMENTS 


We take exceptional pleasure in trans- 
mitting to our readers the following group 
of communication at this season of the 
year. These letters afford much for 
thought and are timely expressions as we 
end the year and set out upon a new year. 


Detroit, Mich., November 3rd, 1927. 


I am grateful for the opportunity which you 
gave me to preach a short sermon. From my 
oldtimer’s viewpoint, the young physician should 
have three aims: 


1. To give competent service to the public. 

2. To meet all his co-workers “On the level 
and part on the square.” 

3. To work hard enough and be thrifty enough 
to provide for the future of his family and 
himself. 

There is nothing inconsistent in these ideals. 
In this commercial age, the young doctor needs 
wise guidance along these lines and should get 
it before he graduates. Every medical school 
should teach its senior students the ethics of 
medical practice. To illustrate the far-reaching 
influence of such teaching, I have a summer home 
in a lakeside community of several hundred peo- 
ple. During a two weeks’ motor trip which I 
took last summer, a dear old lady, whom I had 
seen occasionally, was taken ill and a physician 
called from a nearby city. Shortly after my re- 
turn, he telephoned me that he had been caring 
for my patient and now turned her over to me. 
When I thanked him for his professional courtesy, 
he said, “You taught me that in 1915 and, more- 
over, your talks changed the viewpoint of every 
man in the class and all of us have so practiced 
ever since, with the result that in many communi- 
ties the profession are working harmoniously to- 
gether.” “Medical Ethics” is nothing but the con- 
stant application of the Golden Rule, “Do unto 
others as you would that they do unto you.” The 
universal application of it will prevent practically 
all malpractice suits. 

Couple with this courteous treatment of your 
co-workers, a broad view of your duty as a pub- 
lic servant and your third aim will realize itself. 
As I grow older, the thing which gives me the 
most satisfaction is that I have been given the 
opportunity to render some service to both the 
public and my beloved profession. 

Many of the younger chaps call me “Pop” Tib- 
bals and I like it. 

Very sincerely, 


F. B. Tibbals. 


Port Huron, Mich., November 3rd, 1927. 


With the Thanksgiving season approaching, I 
feel that I have much to be thankful for in my 
twenty-seven years’ membership in the Michigan 
State Medical Society. 

Looking back to years past, I can see the grad- 
ual development of good will and companionship 
amongst the medical men, as against the old 
spirit of rivalry that did exist in those ancient 
days. There is a pleasure in our work nowadays 
as compared to the early years of the century. 

I feel that the rapid development of our State 
Society in all its branches has done much to break 
down the old barriers and show the way for a 
united profession. Our problems have been many, 
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and could never have been solved independently 
nor by small groups. A membership in the State 
Society is something to be proud of. It should 
be something to work for so that on attaining it, 
one would be more than willing to.do his bit for 
its future development. 

I know of no state that publishes a better or 
more instructive journal. I know of no state that 
is doing a more constructive work in scientific 
medicine. I know of no state that has better 
annual meetings—from the standpoint of business 
accomplished—scientific sections—nor good fel- 
lowship. 

At this time I can only wish for our society a 
membership of every qualified practitioner. Not 
because we need them, but because they need us. 


Very sincerely yours, 
T. F. Heavenrich. 





Petoskey, Mich., November 8, 1927. 


Your letter of November 2 at hand regarding 
conditions in my district. 

In contrast to the County Society activities of 
other districts our record does not look so bright, 
but when I look over the record of previous years 
I am encouraged. My district has always been 
one of the less active districts to the intrinsic and 
extrinsic causes with which you as Secretary are 
already familiar. 

We have had more medical meetings, more 
graduate conferences than ever before, and I can 
see a gradual awakening of interest among our 
members. We still have a few indifferent mem- 
bers who think that. by paying the annual dues 
they have fulfilled all their obligations to the So- 
ciety, but all in all the thirteenth district is 
locking up. 

The Society at Alpena is as alive an organiza- 
tion as any in the state and interest in the post 
graduate clinic is very keen. The meetings have 
been well attended and worth while. 

A part time field secretary might have in- 
creased our membership by calling upon the men 
who have not yet joined us. 

Am looking forward to the January council 
meeting. 

Yours truly, 


B. H. Van Leuven, M. D. 





Flint, Mich., November 4th, 1927. 


Judging from the complexion (mental) of its 
officers and personnel, and observing the activ- 
ities of the Genesee County Society, the medical 
organization with which I am closely in touch, I 
am bound to believe that the profession is ap- 
proaching an era of understanding, of tolerance, 
of co-operation and mutual good will, such as has 
not been in existence during my lifetime. It 
augurs well for success and for overcoming little 
by little the results of prejudice and ignorance, 
not to say stupidity, on the part of a public 
largely addicted in the past to using its so-called 
common sense only at rare intervals. 

At times of pestilence, floods, tornadoes, ac- 
cidents and disasters, with which to cope success- 
fully, the services of physicians are indispensable, 
the public, as one, motivated by fright, surrenders 
its egotism and flees to the profession for succor. 
It knows the trail to take when in distress, but 
when the weather is good, sailing smooth, and 
prosperity to outward seeming evident, a consid- 
erable portion of the population, credited with 
ordinarily good judgment and what passes for 
intelligence, is as dense as clay and displays but 
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embryonic discrimination when it comes to ap- 
praising the physician’s ministrations. 

It is the latter class, potentially able, perhaps, 
to use unexercised brain matter, to which I refer 
as vulnerable to the influence of a united high- 
minded and dignified profession. 

A most interesting feature of recent reading 
in preparation for the Medical History of Mich- 
igan pertains to controversies. These may from 
this audience in time be contemplated with ser- 
enity or amusement. The phrase “Doctors will 
disagree” was current—indeed a household word 
—long after I came upon the medical stage. 
Squabbles among the old-timers are now as funny 
as they were then ferocious; and they were as 
discreditable then as they are now unnecessary. 
Whimsies, arrogance and lofty self-assertion are 
being relegated to the discard and a better spirit 
is appearing. Compromise is the frequent result 
of sincere questioning and discussion, but dispu- 
tatiousnes is subversive thereof. ‘Solidarity in 
the profession will be salutary to its membership 
and impressive with the public. 

Study of medical history reveals the importance 
of “get together.” The old is available and in- 
dicates what it is expedient to avoid as well as 
that which it is desirable to emulate. New his- 
tory is now in the making and the present pro- 
fession its builders. 

In passing—have you anything under your hat 
which will tend to make the forthcoming compila- 
tion more readable and interesting? The Com- 
mittee murmurs—or rather says aloud—‘We 


thank you.” 
C. B. Burr. . 





Cadillac, Mich., November 7, 1927. 


We are nearing the end of 1927 in Medical 
history in Michigan and it gives us an excuse to 
stop and reflect. I look upon the past year as an 
epoch-making year in our society, more real pro- 
gress has come forth, and I can only see for 
Michigan State Medical Society a rapid growth 
along lines in which we are all interested. 

I want to congratulate you as Secretary-Editor 
for your untiring efforts in helping the Council, 
House of Delegates and Members, in doing some- 
thing every month to help the progress of med- 
icine in Michigan. We are thankful for our Coun- 
cilor Clinics, Clinics at University Hospital, the 
hearty co-operation with the State Board of 
Health, and the last real effort for the protection 
of the public and the physician—the committee 
appointed to study the Medical Practice Act. 

I wish at this time through The Journal to 
thank the Members of the Ninth Councilor Dis- 
trict for their confidence, having re-elected me as 
Councilor. I will endeavor to do all in my power 
to help the Societies and Members, and if I can 


‘be of any service to any Society or member, I 


would be only too glad. 
Again congratulating you and your staff. . 
Very respectfully, 
Otto L. Ricker, M. D. 
Councillor Ninth District. 





Detroit, Mich., November 8th, 1927. 


It has been customary for the last few years 
for some of us to write you as the year closes in 
on us in commemoration of your work as Editor 
of our Journal and to comment briefly upon cur- 
rent medical events; so I am taking this occasion 
to express my reaction to the passing show. 
Nothing startling either in the medical or surg- 
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ical or pathological world has thrown itself upon 
the screen; yet many things have transpired and 
are transpiring to show the trend of medical 
affairs and medical thought and to warn us that 
the price of medical freedom as of any other 
freedom is eternal vigilance. 


As I see it, the largest struggle is to find out 
for ourselves without sacrificing professional dig- 
nity—and the profession alone can and must be 
the sole judge as to what constitutes dignified 
ethical conduct—just how far we may go into 
bringing ourselves, collectively and individually, 
into the spotlight of publicity; just how far we 
may go in our earnestness to place before the 
public the knowledge which is the profession’s, 
that it, the lay public, may be enlightened in mat- 
ters of public and personal health;—and I think 
the profession, in collaboration with others inter- 
ested in the public weal, is earnestly striving to 
place in an understandable and readable way 
the known facts upon which the science and the 
art of medicine rest. 


The second great struggle is to give the health 
authorities of the state and the several communi- 
ties such assistance as is helpful in their endeavor 
to maintain public health at the highest level con- 
sistent with present day knowledge and efficiency, 
minimizing the inroads of communicable dis- 
eases and raising the general standard of health, 
without sacrificing the stimulus of private in- 
itiative and the beneficence of the personal con- 
tact and without destroying the close relation- 
ship which does exist and which should always 
exist between the patient and his physician. In 
this struggle might well be included the con- 
stant one of the hospital to maintain superiority 
in the number of its indoor and its out-department 
patients with the danger of excessive charging of 
the patient on the one hand and with the added 
danger of pauperizing those well able to pay on 
the other. It is a well recognized fact that the 
cost to the patient for his care in the hospital is 
too heavy or not sufficient. 


A third and not the least is the ever present 
struggle how best to maintain the standards of 
education within our own body, to keep abreast 
of the times and to sustain and to pass on un- 
tarnished the high ideals inherited from genera- 
tions of physicians in an age which seems to per- 
mit, yea even to encourage, a loosening of the 
bonds of medical conduct, without lessening the 
love and respect the profession has always en- 
joyed, a love and respect so precious to us and so 
necessary to the intimate relationship of the phy- 
sician and his patient. In this state, as in many 
of the others, the post-graduate clinical confer- 
ences, which you have done so much to foster, is 
one of the answers; the other is the Department 
of Post-Graduate Medicine, accepted in principle 
by the Regents of our University and soon to be 
put into operation, in which I hope the large 
clinical facilities now provided for in the Detroit 
hospitals will be fully utilized both in the material 
and in the personel of Detroit’s able practitioners 
and teachers. 

Again, I hope you will accept my hearty ap- 
preciation of the work of yourself and of the 
Council, who have been so self-sacrificing and 
helpful in safeguarding our interest and in pro- 
moting public welfare. 


With best wishes for the continued success of 
The Journal I am 
Sincerely yours, . 


Andrew P. Biddle. 
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THE DOCTOR’S TRUST 


Bay City, Mich. 

When one of my friends is feeling funny and, 
as he expresses it, “wants to get my goat,” he 
starts to razz me about “the doctor’s trust.” 

_ It has set me thinking of what “trust” means 
in the doctor’s life and the many sides he is 
touched by it. 

My friend’s idea is the too common one, in the 
minds of the laity, that the doctors are in what 
the dictionary defines as a “gigantic combination 
— the purpose of controlling production, prices, 
etc.” 

I willingly concede that the profession is in a 

combination and I wish every educated and reput- 
able physician was a member of it, and that there 
was some sign, trademark or other distinguishing 
characteristic by which the public could discrimi- 
nate its members from the raft of cultists, charla- 
tans, paths and practs who are daily swindling the 
confiding people out of their hard earned cash. 
_ L have practiced medicine from the days when, 
in Michigan, there was no legalized standard for 
the right to hang out a shingle inscribed “Doctor,” 
and I well remember how hard it was to get the 
legislature, untrained in medical thinking, to pass 
any kind of a law which would define the prac- 
tice of medicine or prescribe the qualifications by 
which a man could legally call himself doctor. 

The law of 1883 had hard sledding to get past 
and was a miserable compromise under which any 
man who could swear to having peddled medicine 
from door to door for the previous two years 
could register and be legally the equal of the 
man who graduated from Michigan or Harvard. 

One of these fellows testified before a coroner’s . 
jury, in a septic abortion case, that he had lis- 
tened to medical lectures but could not tell where 
or how many; that he had a medical library and 
when pressed for the number and name of au- 
thors confessed the library consisted of just one 
volume and that was Dr. Chase’s receipt book! 

We fought the quacks as best we could with 
that law, which was a spear with a broken shaft, 
and later were able to have the present amended 
law put in force, with vastly better results in 
the control of chalatanism, but it is far from 
adequate for the fight that confronts us today. 

We stumbled along as best we could, fighting 
individually the irregulars, until the present 
splendid organization, the American Medical As- 
sociation, was formed in 1902, with its constituent 
state and county units. 

Previous to its organization most medical prac- 
titioners were fighting a lone hand against the 
men in their localities, with as much love for each 
other as the young bucks at the Donnybrook Fair. 
County societies were few and far between, state 
societies were political bull rings where the noisi- 
est and wettest captured all the honors and where 
a truly scientific paper was nearly as scarce as a 
brontosaurus egg. 

The State Society pushed the organization of 
County Societies, and both fostered scientific and 
social meetings until, as men rubbed elbows 
around the banquet tables and swapped stories 
and experiences of practice, they earned a new 
meaning of “trust” and applied it to their fellows. 
Where before, every man’s knife was in a handy 
bootleg ready for instant use, the new trust bred 
a respect and tolerance new in the world and each 
learned the other was “a man for a’ that.” 

The public has learned to trust also and 
whereas in those early days nothing but grim 
necessity and the fear of impending death would 
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drive a patient into the hospital, now it is often 
difficult to keep them out. 


The people trust the doctor and the doctor 
trusts the public, alas! sometimes to the detri- 
ment of his pocketbook. 


The fence erected about the doctor herd was 
a low one, at first, and all sorts of hybrid cattle 
jumped into the Trust pasture. 


Later on the bars were raised and the only 
gateway was jealously guarded by the State 
Board of Registration, who without fear, favor or 
pay watched the mavericks and admitted none 
that did not wear their brand. 

The pastures took on a new green and the 
more remote they were and the higher the fence 
the more lucious they looked. The stock within 
grew fat, sleek and lazy and the hungry herd 
without started breeches which have grown into 
threatening magnitude. Every biennial session 
of the Legislature sees new, stronger and more 
determined and vicious attacks made on the fence, 
and, unless we build the fence stronger and higher 
it is doomed to follow the fate of the Great Wall 
of China and become a useless curiosity of med- 
ical history. 

We and the public stand to lose all the benefits 
of the Trust unless we present a united front 
against unprincipled aggression and use the po- 
litical power which six thousand of the brainiest 
citizens of the state possess if they will use it. 
We need to work for a legal standard of quali- 
fications to practice the healing art which every 
man and woman offering to cure disease must 
accept and measure up to. 

The fundamentals of anatomy, physiology, 
pathology, chemistry, hygiene, bacteriology, diag- 
nosis and preventive medicine must be required 
knowledge, to be proven before competent exam- 
iners, and the punishment needs to be sure and 
adequate for the person who trifles with human 
life, by attempting any system of healing with- 

out being first grounded in these fundamentals. 

We must bend our efforts to securing such leg- 
islation or stand idly by and see our chosen field 
invaded by the cults, our fences scorned and our- 
selves driven to economic slaughter and deserved 
disgrace and disrepute. 

The Medical Trust is and has been a good thing 
for the profession both financially and _ scien- 
tificially, but more so to the public who has been 
the recipients of the greater skill and devotion to 
service fostered by the trust. 

It is an axiom that if a man is well grounded 
in medical knowledge he has the right to apply 
that knowledge in any way his judgment dictates. 

Our efforts against the cults and isms are 
fruitless so long as we attack them because they 
are a departure from what we consider orthodox 
practice. 

The public always sympathizes with the cult 
attacked on these grounds and flocks to its sup- 
port, but if our efforts in securing legislation that 
will compel every one practicing healing to be 
prepared up to the standard set in the funda- 
mentals, there can be no just quarrel with our 
attitude, and we can safely leave the application 
of the knowledge to the choice of the individual; 
he will be a far safer man to be at large than at 
present. 

To secure such legislation, we must not ask for 
it because we need it to smother competition, but 
because it will assure the layman protection from 
ignorant quackery and enable him to choose a 
physician with a reasonable chance of getting 
skilled service. 
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Trust means “confidence in;” it means faith; 
it means reliance on others; it means a charge 
or responsibility accepted. Let us make our Med- 
ical Trust mean all these things both to ourselves 
and to others. Let us be trustworthy! 


C. H. Baker. 


Grandville, Mich., November 12, 1927. 


I have read with a great deal of interest the 
article on the Detroit News’ Public Health col- 
umn by Allen Shoenfield in the October Bulletin 
of the A. M. A. 

It seems to me to be a step in the right direc- 
tion inasmuch as I believe all public health col- 
umns should be sponsored by organized medicine. 

I can best voice my sentiments in regard to the 
subject by quoting from my address before the 
Kent County Medical Society as its retiring 
president in December, 1916, as follows: 

“In politics and business, yes and in all lines 
of endeavor the newspaper is the most powerful 
in every community. The weekly and monthly 
magazines of the country have published many 
commendable articles, and a great many people 
think that what they read in the magazine or - 
newspaper is gospel. Sometimes it is if it comes 
from the right source. This method of publicity 
is our strongest fort. The Kent County Medical 
Society through its Public Health Committee with 
the aid of the newspaper can be a powerful fac- 
tor in this vicinity in the work of spreading the 
gospel of good health. If there was published in 
the daily paper in the same space each day a 
short terse statement bringing out strongly a 
good health truth with the endorsement of this 
society, it would at least bring before the reader 
some information in concrete form which he 
would not otherwise get, and many people inter- 
ested in the subject would eagerly watch for the 
next day’s topic.” 

I don’t know how the column would work out 
in a county unit but it seems it could be done in 
the larger counties by spreading the burden of 
contributing articles among its membership. Cer- 
tainly if it did nothing else it would do our liter- 
ary ability no damage. 

The above is only a suggestion and I fully re- 
alize that considerable thought and effort are 
necessary before it can be made even a feasible 
proposition. 

Secondly: I believe in advertising, for without 
it no business is supremely successful, and the 
practice of medicine is not all science—a goodly 
part is business. Of course I do not sanction in- 
dividual paid for advertising, but state and na- 
tional paid for medical advertising emanating 
from state and national headquarters, either 
through the press or through the air or both, is 
due the regular profession of the country. Such 
advertising would not only counteract the large 
amount of cult and faddist propaganda, but it 
would also offset a lot of the trash and pseudo 
medical information found in various publications. 

In some manner the subject should be brought 
to the attention of our national offices, and I am 
quite confident that if it was properly presented it 
would receive favorable consideration. 

Thanking you for the opportunity of expressing 
myself on the above subject, I am 

* Cordially yours, 
J. D. Brook. 


Detroit, Mich. 


To the Members of Wayne, Oakland and Ma- 
comb County Medical Societies, comprising the 
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First Councilor District of the Michigan State 
Medical Society:—Greetings. 


This month ending our official year, I wish to 
thank all of the members of my district for their 
hearty co-operation and support. I trust that I 
have merited the confidence you imposed when 
electing me as your Councilor and trust that the 
happy relations will long continue. 


I wish to thank all of the members of the State 
Society who responded to the invitation to par- 
ticipate in the programs of our post-graduate 
conferences. These conferences have been ex- 
ceptionally well attended and the benefit derived 
therefrom will be far-reaching. 


The three County Societies comprising my 
district, numbering 1900 members, are all showing 
an increase in new members and a marked en- 
thusiasm in organizational and scientific work. 


Especially do I wish to congratulate the Pres- 
ident of the Wayne County Medical Society and 
his enthusiastic membership committee for the 
wonderful showing of less than twenty-five mem- 
bers delinquent, of one thousand three hundred 
sixty. This is a remarkable showing for so large 
a society as Wayne County .... Big things 
are expected from a big society and our expecta- 
tions are being fulfilled to the limit in Wayne... 


Oakland County as usual is showing a healthy 
gain in membership and greater enthusiasm in 
scientific and social activities. Our recent post- 
graduate conference held November first was ex- 
ceptionally well attended, and all papers read by 
visitors were fully discussed, and a great interest 
was shown in the efforts of the Michigan State 
Medical Society in putting on these conferences. 


Macomb County, while the smallest in member- 
ship, shows a healthy growth and activity, many 
of its members availing themselves of the oppor- 
tunity of attending the regular meetings of the 
Wayne County Medical Society every Tuesday 
evening. 

I wish to take this opportunity to extend an in- 
vitation to the members of the Michigan State 
Medical Society when in Detroit, to visit the beau- 
tiful club rooms of the Wayne County Medical 
Society in the Maccabee Building, to lunch there 
if they wish and to attend the regular Tuesday 
night meetings, where they will always find an 
interesting scientific program. Daily bulletins of 
the medical and surgical activities of the different 
hospitals of the city can be obtained from the 
House Secretary who will gladly give any other 
information desired. 


I also wish to thank our genial and capable 
secretary of the State Society, F. C. Warnshuis, 
M. D., for his hearty support and advice which 
made possible the excellent showing of my dis- 
trict. 


Again thanking you and extending the Greet- 
ings of the Season, I am, 


Yours sincerely, 


J. Hamilton Charters, 
Councilor First District, 





Bay City, Mich., November 14, 1927. 


Having been just elected to the office of 
Councilor in June and as I have had nothing of 
importance come up in this district because I find 
everybody prosperous and happy, I wish all the 
doctors in the state were in the same position as 
those of the 10th District. 
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Wishing you all many good cheers for Christ- 
mas and New Years, 
Yours very truly, 


P. R. Urmston, M. D. 
Councilor of 10th District. 





Hillsdale, Mich. 


The purposes and ideals of the State Medical 
Society are: To raise the standards of the med- 
ical profession, bringing to it the advancements 
in the science and the art of medicine, and en- 
couraging the progress of its members; to use the 
organization for the welfare of the profession 
and of the public; to educate the laity to the ra- 
tional attitude toward medicine and give to it an 
understanding of the society’s aims and accom- 
plishments, and to teach the benefits and use of 
prophylactic agencies, thereby enlisting support 
for its various activities. 


There is an increasing efficiency and all the 
factors and instrumentalities are being utilized 
in a most satisfactory way. The composite stand- 
ard of the profession is higher, its relation with 
the public is better, and there is a more intelli- 
gent and helpful co-operation, due in large meas- 
ure to effective organization. 

The Journal of the Society is well edited and 
worthy of the body which it represents. It is 
liberally and tactfully conducted and dissention 
and strife do not interfere with its contribution 
to a great cause. Its influence is beneficient and 
growing and the relationship with the State 
Health Department is close and important. 

The County Societies are increasingly inter- 
ested and active and the post-graduate district 
meetings are being resorted to, and are more and 
more valued and appreciated. 

The whole retrospect and prospect are of pro- 
gress and an inspiration. Looking back over an 
experience and observation of nearly forty years, 
one cannot but be enthusiastic as to the future. 


W. H. Sawyer. 





November 11, 1927. 


It gives me great pleasure to greet the mem- 
bership of the Michigan State Medical Society at 
this season of “Peace on Earth and Good Will 
to All.” 

The last few years in the history of our State 
Society have exemplified the fact that more pro- 
gress can be made by united effort and harmony 
than by strife. 

We have been singularly and fortunately free 
from disturbing and disrupting factional disputes 
and misunderstandings. Our efforts for the bet- 
terment of a sympathetic understanding our pro- 
fession and the public have been bearing fruit. 
The lay press is showing evidence of a compre- 
hension of the attitude of the medical mind to the 
public weal. 

The advantages of preventative medicine are 
being brought to the very doors of our citizens. 
The altruistic efforts of the medical profession in 
the interests of public health and welfare has in- 
ured to the advantage of all. 

The harmonious co-operation of our State So- 
ciety with the medical teaching institutions of the 
State in the hygienic extension work among the 
laity and post-graduate conferences for the pro- 
fession, has proved that these various organiza- 
tions have been rivals only in the accomplishment 
of good. 

Good will and harmony always make for peace 
and can never work harm. Let us all individually 
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and collectively so continue to comport ourselves 
that when the day comes when we shall cease 
our labors and enter into our long rest, those 
with whom we have come in contact may well 
and truly say, “Well done, good and faithful 
servant.” 

Very truly yours, 


Louis J. Hirschman, M. D. 





Kalamazoo, Mich. 

There is one ideal which should be the aim 
and objective of organized medicine. That ideal 
is the improvement of the standard of medical 
practice. The function of our profession is the 
service of humanity. As we learn more about 
the human body and more about the nature of 
disease processes, we are in a better position to 
serve mankind by the prevention and healing of 
organic and functional ailments, and by the 
alleviation of suffering. Each year the profes- 
sion as a whole has marked an advance in its 
conquest of disease. It is only by adding to our 
knowledge and skill that we may hope to do our 
full duty in the service of humanity. I repeat 
that the highest ideal of organized medicine is 
to improve the standards of medical practice. 


John B. Jackson. 





Ann Arbor, Mich. 

With the advance of civilization, the relations 
of the so-called professions to the community is 
a constantly changing one. The great professions 
of the past in engineering and in law have been 
progressively absorbed into the industrial life of 
the community until today the professional as- 
pects of these fields are rapidly disappearing. 
The independent consulting engineer is becoming 
a rarity since the engineer is today generally a 
member of the engineering department of some 
great corporation. A precisely similar develop- 
ment is taking place in the law though it has not 
as yet advanced nearly so far. Under these cir- 
cumstances, it behooves the members of the med- 
ical profession to consider whether or not similar 
forces are operating to alter the situation of their 
professional life and if such be the case, whether 
there are any steps which can be taken to avoid 
such a development. 

Admittedly the relation of the medical profes- 
sion to the public is quite different from that of 
the other two groups. The essentially personal 
character of the service and its long standing 
traditions of service will clearly alter any ten- 
dencies in this regard. On the other hand, there 
is some evidence that changes such as have af- 
fected the other professions are in fact. taking 
place. The maintenance of the professional re- 
lation of the past has depended upon two factors: 


first, that the physician is in the largest sense the . 


servant of the community, and, second, that he 
has been properly regarded as being intimately 
in sympathy with individual problems. It thus 
follows that the maintenance of an attitude of 
the utmost confidence on the part of the com- 
munity is essential to future developments. 
The medical profession as a whole and par- 
ticularly through its organization, must at all 
times be sympathetic with the social and economic 
conditions of the day. There is some evidence to 
show that the public is somewhat less sure of the 
sympathetic attitude of the medical profession 
than used to be the case and this is obviously a 
development to be avoided. There is in some 
quarters a suspicion that organized medicine has 
concerned itself considerably with the personal 
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problems of its members and been somewhat un- 
mindful of economic and social changes. It has 
been suggested in some quarters that organized 
medicine at times showed some of the tendencies 
of the trade union which, though untrue, might 
arouse suspicion. It seems, therefore, important 
that medical organization should make it perfectly 
clear that they are symptahetic with and vitally 
concerned in the economic problems of the com- 
munity; that the increasing cost of illness is re- 
ceiving their most careful attention and that they 
are prepared at all times to be helpful in keeping 
down the cost by strict attention to their own 
organizations. It has at times been charged that 
the medical profession was inclined to say “hands 
off” to any study of their economic and social 
activities and no grounds should be given for such 
an accusation. We are, and must remain, part- 
ners in efforts at progress and must be willing to 
so organize our work that it will continue to be 
the greatest example of public service which the 
community can see. 
Hugh Cabot. 


November 16, 1927. 


In behalf of the Wayne County Medical So- 
ciety, I wish to extend, through the December 
issue of the Journal, Season’s Greetings to the 
members of the Michigan State Medical Society. 

The work being done by our State Society is 
of such splendid character that it should stir the 
pride of every one of its members. What a boon 
it would be to the welfare of both the profession 
and the lay public of our great commonwealth if 
every member would give his full support to the 
excellent and active program that is already 
under way. 

A few of the activities I have in mind are: 

The Public Health Movement, 

Mouth Hygiene, 

Child Hygiene, 

Maternal Welfare, 

The History of Medicine in Michigan, 

(now being written), 

Better Legislation in Medicine, 

Medical Guidance Bureaus, 

Post-Graduate Conferences. 

In carrying forth our program may we be em- 
bued by the leaven of science; guided with the 
spirit of “Unity, Peace and Concord”; treating 
one another with respect and affection; ‘“Reveal- 
ing Achievement and Recording Service;” giving 
honor to the best of those who have served the 
longest. 

By taking advantage of our opportunities the 
future will place our Society in the position that 
it properly belongs. In our aggressiveness may we 
however, never forget that the old fundamental 
phases of the principles of ethics still hold good. 

I do wish your officers and council to know 
what a special privilege the members of the 
Wayne County Medical Society feel is theirs to be 
a part of this great State organization. 

It would be a pity if, with the opportunities 
that are ours, members of the State Society 
should hold back. 

Fraternally, 


G. Van Amber Brown, 
WAYNE COUNTY MEDICAL SOCIETY, 


President. 





November 16, 1927. 


The Councilor of District No. 2 takes pleasure 
in sending his personal greeting and best wishes 
for 1928 to all officers and members of the Mich- 
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igan State Medical Society. Especially does he 
wish to testify to the splendid spirit of co-opera- 
tion and scientific advancement that has char- 
acterized the County Medical Societies of his dis- 
trict. He feels that the closing year has been 
one of solid achievement in medical and surgical 
practice. 

The time has come when it should be and is 
considered an honor to be enrolled as a member 
of the Michigan State Medical Society. The 
qualification and character of prospective mem- 
bers should be unquestioned. No medical mounte- 
bank or quack should be allowed to parade as a 
member. It demands constant vigilance to pre- 
vent this and the officers of County Societies can- 
not exercise too great care in keeping their lists 
free from suspicion. 

Wishing Michigan State Medical Society a most 
prosperous New Year, I am 

Most sincerely, 
Burt F. Green. 
November 22, 1927. 

I thank you for your courteous request that I 

share with many others, interested in medical 
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progress and organization, in a review of the 
work of the year. 

Realizing the increasing interest of our profes- 
sion in the many activities of the State Society 
I am sure there is nothing I can say that will 
not be better said by someone else. However, 
I do wish to say that I am more than happy to 
have had the privilege of meeting frequently and 
intimately with those who have helped shape the 
policies of our organization through this impor- 
tant period. While broader in their scope than 
ever before, the policies of the State Society 
seem sane and sensible and altogether practicable 
and the welfare of our citizens, so far as our 
profession is responsible, seems adequately and 
considerately provided for. 

Finally, I wish not only to congratulate the 
Society on the efficiency with which your dual 
office has been conducted but also to acknowledge 
my personal obligation for your continued co- 
operation and helpfulness. 

With best wishes, I am 

Cordially yours, 
James D. Bruce, M. D. 








MONTHLY 





COMMENT S 


Medical—Economic—Social 





Merry Christmas! That is the Michigan pro- 
fession’s wish to the doctors of our entire country 
and in particular to the members of our sister 
state organizations. Coupled to that group are 
the editors of state and national medical journals 
to whom ye Editor does particularly tender this 
Christmas greeting. 


Attention is directed to the new department 
commencing in this issue and devoted to the pur- 
poses and activities of the Woman’s Auxiliary. 
The request is also tendered that you draw the 
attention of your wife to this Auxiliary and urge 


that she become affiliated. We are quite certain 


that we shall all profit by reason of the achieve- 
ments that the Auxiliary will record. 


TEN MAXIMS FOR PHYSICIANS ASPIRING 
TO FINANCIAL INDEPENDENCE 


1. Formulate a financial program and stick 
to it. 

2. Do not restrict your savings to what hap- 
pens to be left over after expenses have been met. 
Take your investment fund from your gross in- 
come first and spend what is left over. 

3. Get the maximum benefits from your pur- 
chasing power by wise spending in accordance 
with a budget. 

4. Count on the workings of the compound 
interest table rather than on the uncertain prin- 
ciple of the lottery for the building up of your 
estate. 

5. Do not let death, illness or accident inter- 
fere with the attainment of’ your financial ob- 
jectives; insurance will take care of these 
hazards. 

6. Be master of your finances rather than a 
slave to money. 

7. Allocate part of your income for unselfish 
purposes. 





8. Do not confuse thrift with niggardliness. 
Education and culture for yourself and your fam- 
ily are good investments. 


9. Buy securities only from houses whose in- 
tegrity you have checked through independent 
sources. When in doubt, deal directly through a 
bank. You should have an account in a savings 
bank before you begin to buy stocks and bonds. 
Remember that real bargains in securities are 
virtually never peddled by stock salesmen. 


10. Either avoid speculation entirely or limit 
your commitments to what you can afford to lose. 


Journal A. M. A. 


Annual meetings of County Societies are being 
held and new officers are being elected. We con- 
cede that any member elected to office is accorded 
honor by his fellow members and is justly en- 
titled to entertain a degree of pride by reason 
thereof. However, it is not an idle honor. Cer- 
tain definite responsibilities are implied and as- 
sumed when the officer is inducted into office. 
Unless he is in earnest and determined to acquit 
himself of those responsibilities he should not 
accept office. There is no place in organized 
medicine for office holding members who are con- 
tent to idly rest upon their laurels. County So- 
cieties will not progress or achieve when headed 
by officers who singly exemplify themselves as 
mere figure heads. 

The President and Secretary are the Wedues 
and directors of organizational work. To lead, 
to direct entails thought and work, not for the 
few hours while a meeting is being held but 
every day of the society year. Officers should 
plan, think, eat and sleep with their organiza- 
tional plans and problems continously. In no 
other way can accomplishments be recorded. Of- 
ficers should formulate definite plans as to their 
year of work and then obtaining the aid of com- 
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mittees. and members they should expend every 
effort to carry out the adopted plans in fullest 
degree. Thus and thus only will you justify the 
honor that your members have conferred upon 
you. 


Judging from the cards received from members 
imparting that they would be unable to attend 
the University Clinic there must have been a 
goodly attack made upon Michigan’s deer. “Go- 
ing Deer Hunting” was the reason given by some 
seventy members. Good. We are glad to learn 


that the “call of the wild” was heard and an- © 


swered. Such outings keep one fit physically. 
We urge that at the very next clinic you em- 
brace the opportunity for professional advance- 
ment and fitness. Incidently, why not send us a 
report of your outing? 


OUR OPEN FORUM 








JOUR..M.S.MLS. 





There seem to be a few New York City doctors 
who write an article, prepare an abstract and 
send the abstract to medical publications. The 
presumption is that the medical journals will 
fall and accord such free publicity. Fact is that 
we have never seen such an article or abstract 
that had any merit to justify publication. We 
wish such attempts would cease. They clutter 
our mail and go into the same waste basket as 
does all the other junk that is so promiscuously 
given to Uncle Sam for delivery. We wish Uncle 
Sam would devise an envelope for first class, real 
mail, placing a penalty when used for advertis- 
ing purposes. It would enable everyone to become 
rid of the nuisance of opening advertising letters 
as well as save valuable time. Here is a chance 


for the postal officials to furnish a useful service 
to everyone. 











oO WU RR 





wor = 








Affording Opportunity for Personal Expression 


N FOR U M™ 








DISTRICT CONFERENCES 
Editor of The Journal: 


The councilor district conference held in Pon- 
tiac November 1, was attended by about forty 
physicians. 

The papers were timely and interesting. The 
physicians were loud in their praises of the pro- 
gram. We of Pontiac are enthusiastic for a re- 
turn next year. 

Yours very truly, 


Frederick A. Baker, M. D., Secretary. 


LOCATION 
Editor of The Journal: 


Thinking that you might have an occasional in- 
quiry concerning medical openings in Michigan 
I am taking this opportunity to inform you of a 
good general practice and property for sale at 
Britton. It is a general unopposed practice in 


the center of a rich community. 


Should you have any inquiry I should be glad 
if you would steer them my way. 


Thanking you in advance I am 
Fraternally, 
S. J. Rubley, M. D. 





ADVICE WANTED 
Editor of The Journal: 


It has been customary in this department, as 
you know, to make examinations of blood as a 
test for syphilis, free of charge. When the test 
is completed, a report is sent to the doctor and 
at the same time a slip is sent to the patient 
telling him that the examination has been made 
free of charge and that he can get the report 
from his doctor. We are receiving complaints 
from time to time from physicians who send in 
bloods to the effect that these so-called patients’ 
slips are apt to cause family troubles. 


I have taken this matter under consideration 
very carefully and I find that frequently the ad- 
dresses of the patients as given to us are in- 
correct; in fact, this is so in about 15 per cent 
of the cases. About 8 per cent give the physi- 





cian’s address or general delivery and 7 per cent 
give absolutely false addresses. This, of course, 
interferes with the object of the notification sent 
to the patient. Again I find that the work and 
the expense connected with this part of the pro- 
gram, namely, the sending out of slips to the 
patients, is considerable. It costs us for blanks, 
clerks’ time, envelopes, at least $66 per month or 
about $800 per year. 

I have been wondering whether you could get 
for me an expression representing the profession 
of Michigan on this matter. I have made the 
statement to the State Medical Society assembled 
in the meeting at Mackinac Island and have made 
it repeatedly to the Council that my policy is to 
co-operate as much as possible with the medical 
profession. 

Kindly take this matter up with the Council and 
if they find, after careful and fair consideration, 
that it would be wise to discontinue the practice 
of sending the patient’s slip, it would seem to 
me that that would be the policy for me to adopt. 
I would be glad to discuss this with the Council 
if you see fit. 

Let me know what you think about it. 

Very sincerely yours, 


Guy L. Kiefer, M. D., Commissioner. 


ANNUAL MEETING 


Editor of The Journal: 


At a meeting of the Committee on Arrange- 
ments for the coming meeting of the Michigan 
State Medical Society, it was decided that the 
week of September 10, 1928, would probably be 
the best. Our reasons are as follows: 

The first week in September is the week of 
Labor Day following which most people are re- 
turning from their summer holidays and the first 
part of October having been set, at least tenta- 
tively, for the meeting of the American College 
of Surgeons in Boston. We do not know of any 
other meetings that will be held during the month 
of September. 

Complying with your recent request, we submit 
herewith the personnel of our local committee: 

E. C. Baumgarten, Chairman; F. C. Witter, 
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C. C. Birkelo, Frank A. Kelly, and L. W. Hull. 
If you have any suggestions or changes to offer, 
let us hear from you. 
Yours sincerely, 
E. U. Baumgarten, M. D., Chairman. 


WAYNE COUNTY MEDICAL SOCIETY 


Editor of The Journal: 


The program of the Wayne County Medical 
Society for December, 1927, is as follows: 

December 6—General Meeting. Legal Require- 
ments for Dispensing Alcoholic Liquors in Med- 
ical Practice. Hon. C. F. Meyer, Legal Advisor 
for Prohibition Administration in Detroit. 

December 13—Medical Section. Pernicious 
Anemia. Dr. Cyrus C. Sturgis, University of 
Michigan, Ann Arbor, Mich. 

December 20—Modern Surgical Treatment of 
Goitre Associated with Hyperthyroidism. Dis- 
cussants, Dr. Max Ballin, Dr. Richard McKean, 
Dr. Robert Novy, Dr. H. K. Shawan. 

December 27—No meeting. 

Very truly yours, 
F. M. Meader, M. D., 
Chairman, Program Committee. 


HISTORY COMMITTEE 
Editor of The Journal: 


I have just written Dr. Burr, Chairman of the 
History Committee of the State Society of my in- 
ability to further function as one of its members. 

This action is not because I am not interested, 
but simply because I haven’t the time to properly 
hold up my end of the job, and as such I feel 
it is not fair to either the committee or the work 
to continue my membership. 

I am therefore tendering to you hereby my res- 
ignation on the History Committee to take imme- 
diate effect. 

Although this is a committee of the House of 
Delegates and should properly, I believe, have 
' been appointed by the Speaker, I am sending this 
to you inasmuch as Dr. Jackson, the then Presi- 
dent, appointed the committee. 

With kind personal regards, I am 

Sincerely yours, 
J. D. Brook, .M. D. 


DISTRICT CONFERENCES 
Editor of The Journal: 


As Editor of our State Journal I thought per- 
haps you would be interested to know that at a 
District Medical Conference held at Pontiac on 
November 1 we had a most inspiring and delight- 
ful session. Our only drawback was lack of time. 
All the speakers were so interesting that discus- 
sion could not be held down, with the result that 
we were late getting through. 

I think it would be a good thing to have more 
of these practical conferences throughout the 
state. 

W. A. DeFoe, M. D., Secretary. 


TAGGING NURSES 
Editor of The Journal: 


We are trying an innovation at the Woman’s 
hospital in Saginaw, which works out so very 
satisfactory, that I thought you might be in- 
terested in learning of it. 

Each girl in training is provided with a bar 
pin with her name on same, this pin being 
used to hold the kerchief. 

Our reasons for trying this were that on in- 
vestigation we found only five per cent of the 
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nurses were being called by name, either by pa- 
tient or by doctors. Since using these pins we 
have found both patients and doctors called the 
nurses by their names and because of this the 
nurses feel that they have an individuality which 
makes for better work. In all hospitals, internes 
are labeled. Why shouldn’t nurses receive that 
recognition? 

It is satisfactory with us and we feel we can 
recommend a trial in any institution. 

Yours very truly, 
Dr. J. H. Powers. 


CONGRESS 
Editor of The Journal: 


The New England Anti-Vivisection Society has 
sent out a form letter announcing its plan to 
“introduce into the House of Representatives, at 
Washington, during the coming session, a bill 
for the exemption of dogs from vivisection.” The 
letter requests the addressee to circulate an ac- 
companying petition in support of the bill and to 
ask his representative in Congress to voce 10” ic. 
The Society alleges that the “International Con- 
ference for the Investigation of Vivisection, which 
now includes 86 anti-vivisection and humane so- 
cieties,” is sponsor for the bill. 

Congress cannot directly restrict scientific re- 
search in any state. What Congress does, how- 
ever, will be an important factor in determining 
action by state legislatures. The anti-vivisection- 
ists are alive to this fact. They therefore seek 
legislation by Congress, for the District of Colum- 
bia and other places under exclusive federal 
jurisdiction, in order to establish a legislative 
pattern that the states may be induced to follow. 
Moreover, it has been frankly confessed on be- 
half of anti-vivisection interests that if a bill 
to prevent scientific research involving the use 
of dogs is enacted they will probably promote 
legislation to prevent the use of other animals 
for such research. 

To prevent the enactment of legislation that 
will hinder scientific research in the District of 
Columbia and other places under federal control 
and that will be urged as a pattern for the enact- 
ment of similar legislation in your own state, it 
is important that you file with your senators and 
representatives immediately protests against the 
enactment by Congress of the bill now proposed 
by the New England Anti-Vivisection Society. 

Yours truly, 
Wm. C. Woodward, Executive Secretary, 
Bureau of Legal Medicine and Legislation. 








DEATHS 


DR. JOSEPH A. HEASLEY 


Dr. Joseph A. Heasley died November 1, 1927. 
Dr. Heasley was born at Salem, Allegan County, 
60 years ago and graduated from the Detroit Col- 
lege of Medicine in 1893. He practiced at Martin 
for seven years and in 1900 moved to Grand 
Rapids where he has since specialized in diseases 
of the eye, ear, nose and throat. 











DR. A. B. GRANT 


Dr. A. B. Grant, died suddenly October 25 at 
his summer home at Lewiston. Dr. Grant was a 
well known physician of Albion but during re- 
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cent years has been dividing his time between 
Albion, Jackson and Lewiston. He was at one 
time city physician at Albion and always took an 
active part in civic and social affairs. Dr. Grant 
was 78 years old and is survived by his widow 
and two sons. 
DR. WILLIAM FULLER 

Dr. Wm Fuller, a resident of Grand Rapids 
since 1878 died November 1. Dr. Fuller was 85 
years old. He had a world-wide reputation as a 
brain specialist, and is said to have conducted 
the first successful operation for idiocy, and to 
have conducted an autopsy which resulted in the 
identification and naming of appendicitis. He was 
elected as Honorary Member of the Michigan 
State Medical Society in 1920. 


WOMANS AUXILIARY—M.S.M.S. 





JOUR. M.S.M.S. 





NEWS AND 
ANNOUNCEMENTS 


Thereby Forming Historical Records 











The Clinton Memorial Hospital at St. Johns 
was dedicated on November 11. Dr. Guy L. Kiefer 
was the principal speaker. 





Under the auspices of the Wayne County Med- 
ical Society a health talk will be broadcasted 
from station W. G. H. P., Detroit. Our members 
are invited to listen in on these weekly talks. 





MRS. GUY L. KEIFER, President 
Lansing, Mich. 





WOMANS AUXILIARY, MICH. STATE MEDICAL SOCIETY 


MRS. J. EARL McINTYRE, Secretary 
Lansing, Mich. 


| 
| 
| 
| 
| 





WELCOME 

The Journal tenders a cordial welcome to 
the Women’s Auxiliary of our State Soci- 
ety. We are very happy indeed to place 
space in The Journal at its disposal and 
trust that as its activities expand and its 
influences become evidenced that our mem- 
bers will recognize the great value of this 
adjunct to organized medicine. 

We urge that every member will call the 
attention of his wife to th Auxiliary and 
cause her to file her application for mem- 
bership. In counties where Auxiliaries 
have not been roganized it is again recom- 
mended that County Officers take the 
necessary steps to do so.—Editor. 





At the annual meeting of the Michigan State 
Medical Society, held at Mackinac Island in June, 
1927, the Woman’s Auxiliary to the Michigan 
State Medical Society was organized. Mrs. Guy 
L. Kiefer of Detroit and Lansing, was unani- 
mously elected our first president, with the privi- 
lege of naming her officers for the ensuing year. 
Her choice was as follows: 

Mrs. W. K. West, Painesdale, vice president. 

Mr. J. Earl McIntyre, Lansing, secretary- 
treasurer. 

Nothing in the way of constructive work was 
done during the summer months, but after vaca- 
tions were over, the various County Societies were 
communicated with, and we are pleased to state 
that twenty-one auxiliaries to date have been or- 
ganized, with the prospect of more. 

Our annual report to the Woman’s Auxiliary 
to the American Medical Association, together 
with check for dues, was forwarded in October, 
and we have been advised by the president, Mrs. 
John O. McReynolds, that we will be recognized 
as being part of the National Auxiliary. 

The Woman’s Auxiliary of the Ingham County 
Medical Association entertained at a very delight- 
ful luncheon in October, having as the guests for 
the day, Mrs. Guy L. Kiefer, state president, and 
Mrs. J. Earl McIntyre, state secretary-treasurer. 
Twenty-six members were present and it was a 
very enthusiastic meeting. 

Wayne county is organizing a Woman’s Aux- 


-work'a man can do. 


iliary and the first meeting was called for No- 
vember 16, 1927, at 12:30 p. m., at which time 
Mrs. Guy L. Kiefer, the president of the Woman’s 
Auxiliary of the state society, will be one of the 
speakers. At this time the subject of organiza- 
tion, choosing of objectives and election of offi- 
cers will take place. 


We are very anxious to receive any items of 
personal interest to auxiliary members and would 
appreciate them sent to the State Secretary, Mrs. 
J. Earl McIntyre, 600 South Grand avenue, Lan- 
snig, on or before the 15th of each month. We 
wish to take advantage of the kind offer of a page 
each month in the State Journal, but cannot do 
so without the co-operation of the various 
auxiliaries. 

Dr. Harriet Bartlett Crane has been an inde- 
fatigable worker for our cause and has earned 
the sincere gratitude of the State Auxiliary. 

A joint meeting of the Shiawassee County Med- 
ical Society and the wives was held at Owosso, 
at which time Dr. Guy L. Kiefer, State Health 
Commissioner, was the speaker, and Mrs. Kiefer 
met with the ladies regarding the organization 
of a County Auxiliary. 

Mrs. R. B. Harkness of Houghton, Michigan, 
has accepted the appointment of vice president 
of the Woman’s Auxiliary to the Michigan State 
Medical Society, to fill the vacancy caused by the 
death of Mrs. West. 

Reasons why the wife of every physician should 
become a member of her County Auxiliary: 

“TI believe that my husband’s profession is one 
of the finest in the world; almost the greatest 
His profession not only uses 
all of its knowledge and power to cure disease, 
but goes farther and does what no other profes- 
sion will do, that is, work against its own inter- 
ests in order to help humanity. By that I mean 
preventive medicine. 

“TI also belong to many other organizations, but 
I believe that first I should center my interests 
and energies on the work which is nearest my 
home and my heart, because my position as a 
doctor’s wife surrounds me with opportunities 
for investigation of the health question and an 
understanding of that problem which perhaps 
others may not have. I have discovered through 


the Auxiliary I may become the friend of any 
doctor’s wife, not only of my state, but of my 
country, and thus enrich my life.” 
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COUNTY SOCIETY AC. FIvrer 


Revealing Achievements and Recording Service 








POST-GRADUATE CLINICAL CONFERENCE 
First Councilor District 
Pontiac, November 1, 1927 


Fast Time PROGRAM 


Presiding: J. Hamilton Charters, Councilor.. — 


10:30 a.m.—Contagious Diseases, 
Guy L. Kiefer, M. D., Lansing. 
11:00 a. m.—Treatment of Urethritis, 
R. E. Cumming, M. D., Detroit. 
m.—Asthma, 
R. E. Mercer, M. D., Detroit. 
12:00-1:30—Luncheon. 


11:30 a. 


1:30 p.m.—Some Points in Chest Diagnosis, 
R. E. Mercer, M. D., Detroit. 
2:00 p. m.—Hemorrhages from Urinary Tract. 
R. E. Cumming, M. D., Detroit. 
2:30 p. m.—Obstetrical Problems, 
Harold Henderson, M. D., Detroit. 
3:00 p. m.—Arterial Hypertension and Its Man- 


agement, 
M. A. Mortensen, M. D., Battle Creek. 


3:30 p. m.—Sterility in Women, 
Harold Henderson, M. D., Detroit. 
4:00 p.m.—Management of Various Forms of 


Heart Disease, 
M. A. Mortensen, M. D., Battle Creek. 


BAY COUNTY 


The Bay County Society resumed its meetings 
September 26 with a moving picture, “The Mak- 
ing of Biologicals,” presented by Dr. J. A. Boer- 
sig, Parke-Davis & Co., Detroit. 

October 7 the Society was host to the Alpena 
County Society, which presented the following 
program: 

Dr. C. M. Williams, “Light Therapy.” 

Dr. N. B. Newton, “Common Ocular Diseases.” 

Friday evening October 21, Dr. L. C. Grosh, 
Toledo, gave a most interesting talk on the 
“Chronic Patient.” The talk was a psychological 
analysis of the so-called chronic patient and was 
truly a masterpiece. 

October 31, Dr. E. C. Davidson, Detroit; gave 
a scholarly talk on “Tamic Acid Treatment of 
Burns.” 

The Second Ladies Night of the year was held 
Wednesday, November 9, at the Bay City Country 
Club in the form of a dinner-dance. The forty 
couples present enjoyed cards and dancing after 
a delightful banquet. 

The society concludes its year’s activities with 
a talk by Dr. Guy L. Kiefer, State Commissioner 
of Health, Monday evening, November 14 at 
Mercy Hospital, Bay City, and its Annual Meet- 
ing, December 5. 

L. Fernald Foster, Secretary. 


KALAMAZOO COUNTY 


The October meeting of the Academy of Medi- 
cine was called to order by the president, Dr. 
Bartholomew, in the chapel of the Kalamazoo 
State Hospital at 2 p. m. Tuesday, the 18th, 1927. 

Dr. Ostrander gave a brief welcome after which 





the meeting was turned over to the Clinical Pro- 
gram committee, Dr. Morter officiating. An in- 
teresting and instructive afternoon was spent fol- 
lowing the program printed in the last bulletin. 

At 6 p. m. the meeting was adjourned to the 
main building where a sumptuous repast waited 
our arrival. 

After the dinner the meeting was again called 
to order. The minutes of the September meeting 
were approved as printed in the bulletin. 

Dr. Louis L. Gerstner’s name, having been read 
at the last meeting and approved by the board 
of censors was voted on for active membership 
in the society; the result being unanimous. 

The names of Dr. Joseph S. McCarty and Dr. 
Paul L. Schrier came up for first reading for 
membership in the society. 

As there was no further business to come be- 
fore the society the scientific program was car- 
ried out as printed in the bulletin. 


SAINT CLAIR COUNTY 


A regular meeting of the Saint Clair County 
Medical Society was held November 3, 1927, at 
the Hotel Harrington, Port Huron, Mich. 

The usual supper and social hour preceeded the 
scientific program. The meeting was called to 
order by President W. W. Ryerson at 8 p. m. 
with the following members and visitors present: 
Ryerson, Waltz of Capac, Heavenrich, McColl, 
H. O. Brush, B. E. Brush, Burley, Vroman, 
Waters, Wheeler, Wellman, Callery, Clancy, Platt, 
Patterson, Smith, Thomas, MacKenzie, Fraser, 
Windham, DeGurse, Cooper and Kesl, members of 
the Society and Doctors Webster of Marlette, 
Martin of Imlay City, Thompson of Detroit, 
Chester of Detroit, Sadlier of Sarnia, Ontario, 
Sites, Gaddis, Meredith and Lane of Port Huron, 
visitors. 

Upon motion, reading of the minutes of pre- 
ceding meetings, was dispensed with. The Sec- 
retary read a letter of thanks from Mrs. C. C. 
Clancy, thanking the Society for a floral sent her 
while ill; a letter from Wayne County Society in- 
viting the members of Saint Clair County Society 
to attend any of their programs; a letter from 
the Highland Park Physicians’ Club inviting the 
Society to attend the second annual clinic at the 
Highland Park General Hospital on December 1, 
1927 and a letter from Dr. N. Sinai, in charge of 
Health Lectures, University Extension Division 
of the Joint Committee on Public Health Educa- 
tion, requesting the appointment of four speakers 
for subjects to be given during the coming year. 

Dr. B. E. Brush made an application for mem- 
bership in Saint Clair County Society for Doc- 
tors McLean of Capac and Sites and Meredith 
of Port Huron. The Secretary was directed to 
furnish application blanks to Dr. Brush in order 
that formal applications might be submitted in 
the regular order and the President appointed a 
Committee of Doctors Vroman, Heavenrich and 
Callery to act upon same when received with 
suggestion that the Committee report, if possible, 
at the next meeting, November 17, 1927. 

The President announced that Dr. Wollenburg 














of Detroit would address the Society on November 
17, the subject being eczema and suggested that 
as many patients be submitted as possible for 
demonstration by Dr. Wollenburg. Any case of 
skin disease may be presented during the evening. 

Dr. John L. Chester of Detroit addressed the 
Society on “The Chirography of the Heart in 
Health and Disease.” The address was illus- 
trated with slides and diagrams, and the varia- 
tions in heart action as exemplified by electro- 
cardiograms, were described and_ interpreted. 
Ranging from the normal to arrhythmias, auric- 
ular fibrillation, auricular flutter, extrasystoles 
and the various heart: blocks. The particular 
curves and waves were traced back to the affected 
heart muscles. “Avoiding technicalities, Dr. 
Chester, in succinct and telling language brought 
to his auditors the advances made in the study 
of heart disease by the electro-cardiograph and 
stressed the desirability of the general practi- 
tioner acquiring at least a working knowledge 
of the technic and interpretation of the graphic 
charts. 

“Not an obscure and forbidding language, is 
the handwriting of the human heart,” he said, 
“but an easy universal key, at once understand- 
able by the physician with a broad knowledge of 
internal medicine, who reads and is willing to 
learn the significance.” 

Dr. Chester is no stranger to Saint Clair 
County. He practised here for many years and 
is a Past-President of the Saint Clair County 
Medical Society. In recent years he has addressed 
the Society on several occasions and his paper 
was exceptionally well received by the members 
of the profession present. Since leaving this 
county Dr. Chester has practised internal med- 
icine in Detroit. A Fellow of the American Col- 
lege of Surgeons, attending physician at Provi- 
dence and Eloise Hospitals, he has made great 
strides in his specialty—cardiology—and his ad- 
dress on this occasion was an outgrowth of stu- 
dies made in his own clinic. 

At the conclusion of the paper, the discussion 
was opened by Dr. Meredith of Port Huron, fol- 
lowed by Doctors MacKenzie, Sadlier, Thompson, 
Kunin and Lane. Dr. Chester closed the discus- 
sion in the usual manner. The Society accorded 
Dr. Chester a rising vote of thanks. Meeting 
adjourned at 9:35 p. m. 


George M. Kesl, Secretary-Treasurer. 


A regular meeting of Saint Clair County Med- 
ical Society was held at the Hotel Harrington, 
Port Huron, Mich., Thursday, November 17, 1927. 

Following supper and the usual social hour the 
meeting was called to order by President Ryerson 
at 7:45 p. m. Members present: Ryerson, 
Thomas, Grice, Smith, Patterson, Callery, Vro- 
man, Clancy, Heavenrich, Mackenzie, Wellman, 
McCue, Treadgold, LaRue, Windham, Bovee, 
Wheeler, Fraser and Kesl. Visitors: Dr. Robert 
A. Wollenberg of Detroit, Dr. J. F. Sadlier and 
Dr. J. A. Bell of Sarnia, Ontario, Dr. W. D. Lane 
and E. C. Sites of Port Huron. Five graduates 
and five student nurses from Port Huron and Port 
Huron Hospital were also present as guests of the 
Society. 

Dr. Ryerson introduced the guest of the eve- 
ning, Dr. Robert A. Wollenberg who read a very 
masterly paper on the subject of eczema. Dr. 
Wollenberg covered the subject in a thorough 
manner, begining with history of the condition 
as far back as the golden age of Greece and up 
until the present day. The speaker covered many 
of the early theories regarding both etiology and 
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pathology of eczema and quoted many of the most 
modern authorities on the subject. The con- 
troversy whether the condition should be classed 
as a dermatitis rather than as eczema was fully 
covered. Dr. Wollenberg then discussed the 
etiology and the three general factors needed to 
produce eczema: (1) metabolic disease or dis- 
turbance, (2) local conditions favoring skin 
pathology and (3) irritants, either external or in- 
ternal or both. In passing the speaker touched 
upon the theories advanced from time to time re- 
garding causative factors of the condition known 
broadly as eczema and endeavored to prove that 
no single factor produced the disease in general, 
that is, while one group of cases were caused. by 
a certain factor another group would be caused 
by a wholly different etiology. A number of case 
histories, with comment by Dr. Wollenberg, were 
read. These cases were selected by the doctor 
from his own clinics. In each history the Speaker 
pointed out the etiologic factor active in the 
production of the eczema. 


The following were shown to be causative agents 
or factors: tobacco dust (aggravated by warm 
weather), rouge, sunburn (aggravated by appli- 
cation of irritant ointments), salivary secretions, 
purulent secretions, tools of employment, soaps, 
fur dye, fungoid infection, milk, menstruation, 
diabetes, poor circulation in extremities. Dr. 
Wollenberg stressed the point that it was neces- 
sary, in most instances, for an underlying irrit- 
ability of the skin to be present before the active 
etiologic factor could incite the skin pathology. 
“It is very important,” said Dr. Wollenberg, “to 
make a thorough physical examination in order to 
discover a possible causative factor, in cases of 
eczema.” Careful history taking is also impor- 
tant, according to the Speaker. At the conclu- 
sion of the paper seven patients with skin condi- 
tions were examined by Dr. Wollenberg. Some 
interesting pathology was demonstrated, among 
the cases presented. were: eczema due to cold 
weather, oil tumors due to injections of cam- 
phorated oil, soap powder dermatitis, erythroder- 
mia probably due to some endocrine disturbance, 
squamous eczema, varicose eczema and an oil 
workers dermatitis associated with possible meta- 
bolic disturbance. Dr. Wollenberg commented 
upon these cases and suggested treatment. He 
dwelt at some length upon the case presenting 
granulomata from oil injections and said that this 
means of therapy should be given up because of 
the danger of production of pathology such as 
the present case demonstrated. He also cau- 
tioned his listeners not to use X-ray over too 
long a period in the treatment of skin diseases. — 
The meeting ended after several members of the 
Society asked the Speaker pertinent questions on 
the subject of the evening. Dr. Syerson thanked 


_ Dr. ‘Wollenberg in the name of the Society for 


his splendid paper. 

The scientific program was followed by a short 
business session. Dr. Vroman reported for the 
membership committee recommending that Doc- 
tors D. C. McLean of Capac and E. C. Sites and 
o. W. Meredith of Port Huron be admitted to 
membership in the Society. These associates 
were thereupon elected to membership. The ap- 
plication of Dr. W. D. Lane of Port Huron for 
membership by transfer from the Huron County 
Medical Society was received and referred to Dr. 
Theo. Heavenrich, Councillor of the Seventh Dis- 
trict, for proper recommendation. It was moved, 
supported and carried that the Annual Meeting 
and Election of Officers be held in Sarnia, On- 
tario, December 15, 1927 and the Chair appointed 
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Doctors Heavenrich and MacKenzie to act as a 
committee for this event. Meeting adjourned at 
9:30 p. m. 

Respectfully, 


George M. Kesl, Secretary-Treasurer. 


CLINTON COUNTY 


The first meeting of the Clinton County Med- 
ical Society for the year 1927-28 was held at the 
Steel Hotel, St. Johns, Mich., on the evening of 
October 13, 1927 at 6 p. m. 

The meeting was called to order by the Presi- 


dent, Dr. Eugene Hart, who. requested the read-.- 
ing of the minutes of the previous meeting by the 


Secretary, Dr. T. Y. Ho of St. Johns, Mich. The 
minutes were approved as read. Dr. Wm. H. 
Gale of St. Johns, a Jefferson graduate of 1901 
tendered his application for membership in the 
Clinton County Medical Society. Dr. Gale’s ap- 
plication was met with the unanimous vote for ac- 
ceptance into membership in the Clinton County 
Medical Society. 

The election of officers for the coming year 
was in order, and the following officers were 
elected: President, Dr. R. D. Boss of Wacousta; 
Vice-president, Dr. H. D. Squair, St. Johns; Sec- 
retary-treasurer, Dr. T. Y. Ho, St. Johns, (re- 
elected) ; Delegate to the State Convention, Dr. 
V. C. Abbott, St. Johns; Alternate, Dr. W. B. 
McWilliams, Maple Rapids, Mich. 

There being no further business to come before 
the Society, a very fine dinner was served to the 
members and our guests from the nearby counties. 
The speakers for the evening were Dr. Max Bur- 
nell, who talked on “Vomiting of Pregnancy” and 
Dr. Geo. Curry, whose paper was “Management of 
Fractures” and “Glimpses of Clinics on the Con- 
tinent.” Both speakers presented their papers 
in a very practical manner and discussion was 
participated by all members present. Dr. Henry 
Cook, our District Councillor made a few remarks 
on importance of the concerted co-operation of the 
county societies with the State Society. 

Two records were made by the Clinton County 
Medical Society at this meeting, namely, there 
was a record attendance of 88 per cent and next 
was a record on punctuality. The meeting was 
called to order at 6 p. m. and dinner was served 
at 6:30 p. m. as stated in the announcements. 
Now that we have established these records it is 
the sincere desire and hope of the officers of the 
Society to maintain them. 


Yours respectfully, 
Thos. Ho, M. D., Secretary-Treasurer. 


LENAWEE COUNTY 


I am sending a report of County Society meet- 
ings held in Lenawee for August, September, and 
October. 

The Annual Picnic of the Lenawee County 
Medical Society was held at the cottage of Dr. 
and Mrs. L. J. Stafford at Sand Lake. The doc- 
tors and their wives arrived early in the after- 
noon of August 18, 1927. 

No shop talk was allowed, nor was anyone 
called doctor. The ladies played Bridge, while 
the men exercised their minds and muscles at 
various athletic events. Archery contests, horse- 
shoe pitching, and a hotly contested 22 rifle target 
match occupied most of the afternoon before a 
picnic dinner was served in the open air. Dr. 
A. W. Chase and Dr. H. H. Hammel were high 
scorers in the rifle match and each took his turn 
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to decide the championship. When the final score 
was added up it was found that the shoot ended 
in a tie with a score of 97 out of a possible 100. 


After the dinner was eaten the men had a very 
funny if not professional game of baseball. The 
general result of the game as reported next day 
was that all went to the picnic with an auto- 
mobile, and came home with one, but in the morn- 
ing found they had a Charley Horse and few sets 
of muscles supposed to exist only in a text book 
of anatomy. 


The September meeting was held in the Adrian 
Public Library. The speaker was Dr. M. K. 
Amdur of the Toledo State Hospital. The sub- 
ject was “The Malarial Treatment of Tertiary 
Syphilis.” Dr. Amdur gave a very excellent talk 
on the history of this method of treatment and 
the result being obtained on cases of General 
Paresis at the Toledo State Hospital. He was 
deserving of a much better attendance than he 
had. Dr. Amdur has promised to come again 
next year when an invitation will be sent out to 
all the adjoining County Societies to come and 
hear him. 


The October meeting was held at the Hotel 
Reckner at Tecumseh. The meeting was started 
with a chicken dinner at 7 p. m. This meeting 
was much better attended than the previous one, 
there being 21 present. 


The speaker of the evening was Dr. Frank S. 
Perkin of Detroit. He was accompanied by Dr. 
George Van Amber Brown, President of the 
Wayne County Medical Society. Dr. Perkin spoke 
on “The Diagnosis and Medical Treatment of 
Thyrotoxicosis.” His paper was very well given. 


He emphasized the importance of differentiating 
the type of thyroid conditions found in young 
people before and after the age of 20 years. He 
also stated that in the light of present day know- 
ledge the treatment was medical to the extent that 
it was preparatory to surgery, which in turn 
should be followed by careful medical observa- 
tion, to bring about the best results. 


It was the unanimous feeling of everyone pres- 
ent that Dr. Perkin’s paper was the best and most 
practical one given before our Society this year. 


Dr. Brown gave an excellent discussion of the 
subject from a surgeon’s standpoint, giving a 
brief but comprehensive review of the anatomy 
of the Thyroid gland and the most general 
method of surgical treatment. He also talked for 
a few minutes on some problems of the County 
Societies of the State and the way they are at- 
tempting to work them out in Wayne County, 
and some of his ideas of how those methods can 
be applied to the smaller Societies. 


The meeting was opened to an informal dis- 
cussion and a number of Lenawee men expressed 
themselves on the subject of the evening. 

A rising vote of thanks was given to Dr. 
Perkin for his effort in coming out to speak before 
our Society. 

R. G. B. Marsh, Secretary. 


BERRIEN COUNTY 


The Berrien County Society met in Benton 
Harbor at the Hotel Vincent for their October 
meeting on the 23rd. 

Dinner was served to about 30 members and 
following this excellent papers were given by 
two men from the University of Michigan Staff. 

Dr. John Alexander from the department of 
Surgery of the University Hospital gave a paper 
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on the “Surgical Treatment of Bronchiectasis, 
Lung Abcess and Pulmonary Tuberculosis.” 

Dr. Frederick A. Coller followed this with a 
paper on “Empyema and Its Treatment.” 

The two men covered the field of Pulmonary 
Surgery in a very complete manner. The papers 
were well illustrated by slides, were practical and 
very much appreciated. The Society are much 
indebted to these men for their trip. 


NEWS NOTES 


Dr. N. A. Herring of Benton Harbor has moved 
to Niles to practice. He has practiced for a con- 
siderable time in Benton Harbor and the ter- 
ritory east of there and feels that Niles offers a 
broader field for his speciality of Eye, Ear Nose 
and Throat. 


Dr. O. A. Peer of Watervliet is seriously ill in 
the University Hospital at Ann Arbor. He was 
taken there following severe gastric hemorrhages. 
He has practiced in Berrien County for many 
years an dhas a host of friends and patients. 


W. C. Ellet, Secretary. 


IONIA-MONTCALM COUNTY 


The October meeting was held at Greenville, 
Thursday evening, October 20. The meeting was 
preceded by a banquet at the Winter Inn. 

Dr. L. M. McKinley, Grand Rapids, gave an 
illustrated paper entitled “The More Common In- 
fections of the Kidneys.” 

He presented some theories and facts which 
do not harmonize with the older and commonly 
accepted beliefs, e. g., there is no such condi- 
tion as pyelitis alone because in every case of 
infection of the pelvis of the kidney there is al- 
ways some involvement of the kidney substance 
and hence a pyelo-nephritis; that the pain in 
nephrolithiasis and allied conditions is not due to 
mechanical trauma, but is due to distension and 
pressure in the pelvis of the kidney. 

Among accessory factors in the etiology of an 
infection of the kidney is anything which will 
interfere with free passage of urine thereby 
producing a congestion of the mucosa with a 
lowered resistance. 

The medical treatment consists of free flushing 
or antiseptics. In giving antiseptics the fluid in- 
take should be limited and large doses of the 
antiseptic given to derive any benefit. Start with 
ten to fifteen grains of Hexamethylenamin three 
times a day and increase to thirty grains three 
times a day. 

The function of a badly damaged kidney will 
return to a surprising extent, hence conservatism 
in surgical treatment is advisable. 

This paper was well received and freely dis- 
cussed. 

H. M. Maynard, Secretary. 


WAYNE COUNTY 


The Detroit Oto-Laryngological Society are 
holding their regular meetings on the evening 
of the third Wednesday of each month, in the 
rooms of the Wayne County Medical Society in 
the Maccabees building. 

Dr. Ray Connor is the presiding officer of the 
Society for this year. 

The scientific session of the meeting on Wednes- 
day evening, November 16, will be devoted to the 
study of Angina Agranulocytotica. Dr. Plinn 
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Morse will be the essayist and Dr. J. M. Robb 
the discussant. 

The December meeting will be devoted to the 
study of Surgical Diathermy of the treatment 
of malignancy in the head and neck. Dr. Joseph 
Beck of Chicago is the essayist. 

For the January meeting the Society is plan- 
ning a trip to the Mayo Clinic. 

The February meeting will be addressed by 
Dr. Perry G. Goldsmith of Toronto, Ontario on 
“The Diagnosis of Chronic Accessory Sinus Dis- 
eases.” 

Wm. Fowler, Secretary-Treasurer. 


GOGEBIC COUNTY 


Dr. C. W. Hopkins, Chicago surgeon, addressed 
a meeting of the Gogebic County Medical Society 
at the Grand View Hospital, Ironwood, on No- 
vember 11 on the subject “Head Injuries—Diag- 
nosis and Treatment.” The address was illus- 
trated by X-ray stereopticon pictures and was 
full of valuable practical information. Doctors 
Smiles and Young of Ashland, Wis., were visitors 
at the meeting. Doctors Thomas R. Rees and 
M. A. Gertz were elected to membership in the 
society. The next meeting will be the annual 
banquet to be held December 9, at which time 
officers will be elected for the year 1928. 


Louis Dorpat, Secretary. 


TUSCOLA COUNTY 


At the last meeting of the Tuscola County 
Medical Society the following officers were elected 
for 1928: 

President, Dr. J. G. Maurer, Reece. 

Vice-President, Dr. M. M. Merriman, Deford. 

Secretary-Treasurer, Dr. W. A. Crooks, Wah- 
jemega. 

Delegate to State, Dr. U. G. Spohn, Fairgrove. 

Alternate, Dr. R. L. Dixon, Wahjemega. 

Yours fraternally, 


C. W. Clark, Ex-Secretary-Treasurer. 


MENOMINEE COUNTY 


At a meeting of the Menominee County Med- 
ical Society held last evening the following 
officers were elected. President, Dr. John T. 
Kaye, and Secretary, C. R. Elwood. 

Very truly yours, 


Calvin R. Elwood, Secretary. 





STUDIES IN ETIOLOGY OF BRONCHIAL 
ASTHMA 


John Eiman, Philadelphia (Journal A. M. A., 
1927), asserts that essential 
asthma is associated with chronic bonchititis or 
sinusitis or both. Seventy-seven per cent of the 
patients tested intradermally gave positive al- 
lergic reactions with Berkefeld filtrates of their 
bronchial or sinus secretions. Twenty-eight out 
of fifty-six cases were relieved when treated with 
Berkefeld filtrates of bronchial or sinus secretion 
eighteen were improved, and ten remained unim- 
proved. About 50 per cent of the patients with 
essential bronchial asthma have become sensitized 
to their own bronchial secretion proteins. In order 
to interpret correctly intradermal reactions with 
“secretion filtrates,” bacterins or soluble bacterial 
toxins, control tests should be made on normal 
persons. 

















